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lowers motility 
controls diarrhea 


Lomotil brings prompt symptomatic control in diarrhea, either acute or chronic. 
Both pharmacologic and clinical evidence indicate that Lomotil selectively lowers 
the propulsive component of gastrointestinal motility without relaxing intestinal 
sphincters. So efficient is this action that studies in mice have shown Lomotil to be 
effectively antidiarrheal in one-eleventh the dosage of morphine. 
Such striking antidiarrheal activity strongly suggests that Lomotil is the drug of 
first choice for prompt and positive control of diarrhea. 


Dosage: The recommended initial dosage for adults is two tablets (2.5 mg. each) 
three or four times daily, reduced to meet the requirements of each patient as soon as 
the diarrhea is under control. Maintenance dosage may be as low as two tablets daily. 
Lomotil is supplied as unscored, uncoated white tablets of 2.5 mg., each containing 
0.025 mg. of atropine sulfate to discourage deliberate overdosage. Recommended 
dosage schedules should not be exceeded. 


An exempt preparation under Federal Narcotic Law. 

Descriptive literature and directions for use available in G.D. SEARLE & co. 
Physicians’ Product Brochure No. 81 from G. D. Searle & CHICAGO 80, ILLINOIS 
Co., P.O. Box 5110, Chicago 80, Illinois. Research in the Service of Medicine 
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Abstract of Council Actions 


Meeting of July 16, 1961 


>» EDUCATIONAL FOUNDATION BEING ORGANIZED 


Mr. John W. Neal, special counsel, was requested to draw up papers of 
incorporation for an educational foundation for the Illinois State Medical 
Society. The board of directors will be composed of the president, secretary 
and chairman of the Council of ISMS. This is being established principally 
to make it possible for the Society to accept bequests and grants for edu- 
cation and research endeavors which ordinarily cannot be accepted under the 
present corporate structure of ISMS. 


> TO SURVEY DOWNSTATE CARDIOVASCULAR PROBLEMS 


The ISMS will co-operate with the Illinois Department of Public Health 
in a study of a program to survey cardiovascular problems downstate, simi- 
lar to that done recently in Cook County. The survey will be confined to 
young people if the committee recommends favorably upon the proposal. Dr. 
John Lester Reichert, Chicage, was named chairman of the committee to co- 


operate with the department. 


A resolution commended Dr. Joseph D. Boggs and his associates for their 
work in developing a promising vaccine to prevent viral hepatitis. The clin- 
ical work was carried out at the Illinois State Penitentiary, Joliet, where 
more than 200 prisoners volunteered as test subjects. Also cited were Parke, 
Davis & Co., and its research workers who co-operated in the research. 


A committee consisting of Drs. Edwin S. Hamilton, president; George F. 
lull, president-elect; H. Close Hesseltine, immediate past president, and 
Burtis E. Montgomery, councilor, was named to co-operate with the IPAC in 
developing rules and regulations for the medical care of the needy aged over 
65, provided for in S.B. 197, passed by the last Legislature. 


Dr. Edwin S. Hamilton, president, reported that Dr. Burtis E. Montgomery 
of Harrisburg had been elected as a member of the AMA Council on Medical 
Service and that Dr. Percy E. Hopkins of Chicago had been elected as vice 
chairman of the AMA Board of Trustees. 

Dr. Arthur Goodyear, chairman of the Illinois Delegation cited the dele- 
gates for their excellent cooperation during the AMA sessions. Staff mem- 


bers were also commended for their excellent services. 

Editor's Note: A full report on the ISMS resolutions introduced at AMA 
was sent to all ISMS delegates and county society secretaries. This report 
failed to include the names of two delegates who attended, namely: Dr. Carl 
F. Steinhoff and Dr. H. Kenneth Scatliff, both of Chicago. 


Mr. Robert L. Richards, executive administrator, reported that county 
medical societies and their woman's auxiliaries have been most helpful in 
the legislative program. He said that 19 county societies had made good use 
of the ISMS advertising material in the promotion of S.B. 197, designed to 
implement the Kerr-Mills law in Illinois. Thousands of requests for litera- 
ture were fulfilled, requiring several hundred thousand pamphlets. 
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| ) WORKERS ON VIRAL HEPATITIS VACCINE ARE CITED : 
> COMMITTEE TO AID IPAC IN MEDICAL CARE OF AGED - 

» ILLINOIS PHYSICIANS GET IMPORTANT AMA POSTS 7 4 

» COUNTY SOCIETIES, AUXILIARY LAUDED FOR LEGISLATIVE AID —| 


> CAMPAIGN AGAINST KING-ANDERSON BILL LAUNCHED 


Mr. Richards also reported that a "Pena Line for Freedom" mail campaign 
to congressmen from Illinois was launched. Each member of the Society was 
urged to contact three friends, asking each to write his congressman urging 
a vote against the bill. The staff directors also contacted 34 state organi- 
zations on the subject, most of which indicated a willingness to join on the 
side of medicine. The Illinois Chamber of Commerce planned to send a repre- 
sentative to testify before the House Ways and Means Committee. 

Mr. Donald L. Martin, director of public relations, reported that the 
legislative--public relations program has been completely implemented as 
to the production of program aids. The "Speak Up Doctor" program, outlined 
in recent issues of "The Pulse" has brought plaudits from the AMA and other 
state medical societies. The PR Committee is now at work on public relations 
programs for county societies and expects to present them this Fall. Plans 
are also being developed to approach other state societies concerning joint 
efforts in the creation of PR aids with a view of reducing unit costs. 


> SUCCESSFUL LEGISLATIVE YEAR REPORTED 


Mr. Walter L. Oblinger, director of legislative activities, reported 
that the ISMS had an outstandingly successful record in the last Legislature. 
He said all legislation offered, endorsed, or supported was enacted; that 
all legislation opposed failed to pass, and that certain bills were amended 
to comply with Society suggestions. The year brought forth positive pro- 
grams and constructive and popular stands on various subjects before the 
Legislature. 


Mr. Roger N. White, director of medical services and economic research, 
reported widespread, favorable reaction to the mailing of the insurance 
forms to all members of’ the Society. Requests had been received from more 
than 700 physicians for additional blanks, along with complimentary letters. 
It was brought out that the forms could not be used for Workmen's Compensa- 
tion or Blue Shield cases. 


» COUNCILOR DISTRICT MEETINGS PLANNED 


Four downstate councilor districts (Sth, 6th, 7th, 9th) expressed de- 
sires for the holding of' councilor district meetings in the next year. Third 
district meetings also will be held in co-operation with the Chicago Medi- 


cal Society. 


The Executive Committee reported that it planned the appointment of a 
subcommittee to study committee structures (constitutional and councilor) 
and to write up definitions of the scope of committees. 


Council approved emeritus status for Drs. Ferdinand F. Hass, Peoria 
County; Herbert B. Henkel, Sangamon County; Henry J. McCoy, Lee County. 

The following were elected retired members: Drs. Herman J. Andeelmann 
and John W. Muncy, Will-Grundy Counties; Norman L. Sheehe, Winnebago Coun- 
ty; Ernest W. Spieler, Chicago Medical Society. 


> NEXT COUNCIL MEETING IN CONJUNCTION WITH COMMITTEE CHAIRMEN SEPTEM- 


BER 16 and 17 


The next meeting of the Council will be held at the Drake Hotel, Satur- 
day, September 16. A meeting with all committee chairmen will be held on Sun- 
day, September 17 for the purpose of discussing programs and activities for 
the year. Included will be discussion groups on implementation of actions 
taken at the May 1961 meeting of the ISMS House of Delegates. 
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IN FUNCTIONAL G.I. AND 
BILIARY DISTURBANCES 

... EACH PATIENT 
ACCORDING TO THE NEED 


Hydrocholeretic « Antispasmodic « Sedative...to reduce 
TENSION and anxiety-induced dysfunction of G.I. and bili- 
ary tracts...and also relieve both smooth-muscle spasm and 
biliary/intestinal stasis 


(Warning-—may be habit forming) 

belladonna extract ..... 10 mg. (% gr.) 


DECHOLIN 
with Belladonna 


Hydrocholeretic—Antispasmodic...to relax SPASM of 
smooth muscle of G.I. tract and sphincter of Oddi...and 


/ 
stasis : also counteract biliary/intestinal stasis 
~ 


 dehydrocholic acid, AMES ...... 250 mg. (3% gr.) 


DECHOLIN 


Hydrocholeretic...to combat STASIS in bowel and biliary 
tract... by activating biliary function with a greatly increased 
flow of aqueous “therapeutic” bile 


dehydrocholic acid, AMES ...............250 mg. (3% gr.) 


Average adult dose: 1 or, if necessary, 2 tablets three times daily. 

Side effects: DECHOLIN by itself, or as an ingredient, may cause transitory diarrhea. Belladonna in 
DECHOLIN with Belladonna and DECHOLIN-BB may cause blurred vision and dryness of mouth. 
Contraindications: Biliary tract obstruction, acute hepatitis, and (for DECHOLIN with Belladonna and 
DECHOLIN-BB) glaucoma. 

Precautions: Periodically check patients on DECHOLIN with Belladonna and DecHo.in-BB for increased 
intraocular pressure, Also observe patients on DECHOLIN-BB for evidence of barbiturate habituation or 
addiction, and warn drivers against any risk of drowsiness. 

Available: DECHOLIN-BB, in bottles of 100 tablets; DECHOLIN with Belladonna and DEcHoLIn, in bottles of 
100 and 500, 11168 
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PABALATE 


potentiating nonsteroid antirheumatics 


cS “superior to aspirin”? and with a “higher ‘therapeutic index 
When sodium should be avoided— 


PABALATE-SODIUM FREE 


When conservative steroid therapy is indicated— 


PABALATE-HC 


Pabalate with Hydrocortisone 


1. Barden, F. W., et al.: J. Maine M. A, 46:99, 1955. 
2. Ford, R.A., and Blanchard, K.: Journal-Lancet 78:185, 1958. 


A. H. ROBINS COMPANY, INC., RICHMOND 20, VIRGINIA 


In each yellow enteric-coated 
PABALATE tablet: 


Sodium salicylate (5 


Sodium para- 
(5 gr.) 0.3 Gm. 
Ascorbic acid......50.0 mg. 


In each pink enteric-coated 
-SODIUM FREE 
tablet: 


Same formula as PABALATE, 
with sodium salts replaced by 
potassium salts. 


Ineach light blue enteric-coated 
PABALATE-HC fablet: 


Same formula as PABALATE- 
SODIUM FREE, plus hydrocor- 
tisone (alcohol) Mg. 


Making today’s medicines with 
integrity... seeking tomorrow’s 
with persistence, 
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The Month in Washington 


The American Medical Association opposed 
three major provisions of a bill (S. 1552) that 
would greatly increase the powers of the federal 
government in regulation of the ethical drug 
industry. 

These three provisions would turn over to the 
Department of Health, Education and Welfare 
and the Food and Drug Administration the 
responsibility for (1) relaying of drug informa- 
tion to physicians, (2) selecting the names of 
new drugs, and (3) deciding whether a drug is 
of value in treating human ills. 

The AMA didn’t take a position on the bill as 
a whole because certain of its provisions, “such 
as the Sherman Act and patent law amendments, 
are outside our area of competence.” 

Dr. Hugh H. Hussey, Jr., chairman of the 
AMA’s Board of Trustees and Dean of George- 
town University (Washington, D.C.) School of 
Medicine, was the chief AMA witness at the 
opening of hearings on the legislation before the 
Senate Antitrust and Monopoly Subcommittee 
headed by Sen. Estes Kefauver (D., Tenn.). Dr. 
Hussey was accompanied by Dr. Ernest B. 
Howard, assistant executive vice president of 
AMA, and C. Joseph Stetler, AMA’s general 
counsel. 

With Congress trying for adjournment by 
about September 1, and much “must” legislation 
still to be acted upon, it appeared highly unlikely 
that Congress would complete action on the drug 
legislation this year. 


20 


Dr. Hussey reviewed for the subcommittee 
AMA’s 7%0-year-record of taking the lead in 
endorsing legislation designed to insure the 
purity of drugs and food. The AMA carried on 
intensive legislative efforts in the field and “is 
generally credited with being one of the major 
forces that brought the first Pure Food and Drug 
Act into being” in 1906, Dr. Hussey said. 

Dr. Hussey cited these AMA aims that “we, 
as physicians, are desirous of achieving: 

“We want all physicians to be well-trained 
and fully informed on all aspects of the practice 
of medicine. 

“We want this body of knowledge and reser- 
voir of skills to include a high degree of compe- 
tence in the selection and proper use of drugs. 

“We want a continuing and expanding flow 
of useful drug products placed at the disposal 
of these physicians.” 

Dr. Hussey pointed out that the AMA already 
conducts an intensive program of informing 
physicians about new drugs and that this pro- 
gram is now in progress of being greatly stepped 
up. “The medical profession believes that the 
education of physicians is the responsibility and 
perogative of the profession itself,” he said. 

Regarding determination of the efficacy of a 
new drug, Dr. Hussey said, “We believe that 
only the physician has the knowledge, ability, 
and responsibility to make a decision as to what 
drug is best for a particular patient. He should 

(Continued on page 24) 
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‘of Ditydrohydroxycodeinone and 
tropine, plus APC) 


relief usually lasts 
6 hours or longer 


toleration excellent... 
constipation rare 


asleep uninterrupted 


GI, 0.38 mg. dihydrohydroxy- 
Weinone terephthalate (warning: 
ay be habit-forming), 0.38 mg. 
natropine terephthalate, 
mg. acetylsalicylic acid, 
6@ mg. acetophenetidin, and 
g. caffeine. 


da ENDO LABORATORIES 
° Richmond Hill 18, New York 


Pats. 2, 628, 185 and 2, 907 


AVERAGE ADULT DOSE 
1 tablet every 6 hours. 
May be habit-forming. 
Federal law permits 

oral prescription. 


Also Available 

For greater 

flexibility in dosage — 
Percodan*-Demi: The complete 
» . Percodan formula, but with 
only half the amount of salts of 
dihydrohydroxycodeinone 

and homatropine. 


1. Blank, P., _and Boas, H : Improved 
~ analgesia for moderate pain, ‘Ann, West. 
Med. & Surg. 6:376, 1952. 2. Bonica, J. J., 
et al.: The management of postpartum 
pain with dihydrohydroxycodeinone 
(Percodan): Evaluation with codeine and 
placebo, West. J. Surg. 65:84, 1957. 
_ 3. Cass, L. J., and Frederick, W. S.: 
A controlled study in pain relief, M. Times 
84:1318, 1956. 4. Chasko, W. J.: Pain- free 
dental surgery: Postoperative extension 
of the pain-free state,-J. District of 
“Columbia Dent. Soc. 31:3, No. 5, 1956. 
5. Cozen, L.: Office Orthopedics, ed. 2, 
Philadelphia, Lea & Febiger; 1953, pp. 120, 
138, 145, 156, 234. 6. Nicolson, W. P., Jr., 
and Skandallakis, J. E.: Control of postopera- 
tive pain, J.M.A. Georgia 46:471, 1957. 
7. Piper, C. E., and Nicklas, F. W.: Percodan 
for pain in industrial practice, Indust. Med. 


2 510, 1954; abstracted, Clin. Med. 3:1008, 1956, 


Current M. Digest 22:135, No. 3, 1955. 


fals the gap | 
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~mildoraland 
-macts in 5-15 minutes 8 / Leder. 
Ea¢h Percodan* Tablet contains = 
4.50 mg. dihydrohydroxycodeinone 


PROTECTION AGAINST LOSS OF INCOME 
FROM ACCIDENT & SICKNESS AS WELL AS 
HOSPITAL EXPENSE BENEFITS FOR YOU AND 
ALL YOUR ELIGIBLE DEPENDENTS 


Alt PHYSICIANS ALL 
SURGEONS 
COME FROM DENTISTS 60 T0 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 


Handsome Professional Appointment Book 
} Sent To You FREE Upon Request 
OMAHA 31, NEBRASKA 


CONSIDER NOW 


These Outstanding Insurance Plans available to Members 


of THE ILLINOIS STATE MEDICAL SOCIETY: 


1. THE DISABILITY PLAN: 
Provides an income when unable to practice at your 
profession due to an accident or illness condition. 


2. MAJOR HOSPITAL & NURSE EXPENSE PLAN: 
The new Catastrophic Hospital and Nurse Expense 
Plan makes up to $10,000.00 available for you and 
your dependents. 


Both Plans provide a substantial premium saving. 


Write or telephone today for further details 


PARKER, ALESHIRE & COMPANY 
Established 1901 


175 West Jackson Blvd. Chicago 4, Illinois 
Telephone WAbash 2-1011 


Administrators of Special Group Plans 
for Professional Organizations 
and 
General Insurance — Life, Fire 
Automobile, all Casualty Lines 


WASHINGTON (Continued) 


not be deprived of the use of drugs that he be- 
lieves are medically indicated for his patient by 
a governmental ruling or decision. 

Physicians seek to treat the medical problems 
of indwidual patients. A physician does not treat 
ten cases of hypertension, he treats ten indi- 
vidual patients, each of whom has a medical 
problem he has diagnosed as hypertension. He 
may find that the same dosage of the same form 
of the same drug will be efficacious in each and 
all of his ten patients. 

“Or he may find that one or more of them 
need different dosages, or different forms of this 
same drug. He may, indeed, find that one, two, 
or three of them are allergic to the nonactive 
ingredients used in this brand of the drug, and 
that a different brand with other nonactive in- 
gredients is the proper answer. 

“Thus, in one patient, a specific dosage of a 
specific drug might be said to be efficacious. 
While in another, it would be described as totally 
ineffective. 

“A physician can be told many things about 
a drug, including its chemistry, its mode of 
action and, to some extent, its toxic properties. 
But he must judge its efficacy.” 


Nothing I eat sticks 
to my ribs. 
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after eleven million treatment courses... 
consistently broad antibacterial action 


oin 
U ra a a n Ci tract pathogens —“It was interesting 


to observe that nitrofurantoin [FURADANTIN] showed a consistent in vitro effectiveness 
against the bacteria tested throughout the four year period, thus revealing negligible develop- 


ment of bacterial resistance, if any, through the years.” soni, c.R.,etal.: Antibiot. Chemother. (Wash. 10:694, 1960. 
*Conservative estimate based on the clinical use of FURADANTIN tablets and Oral Suspension since 1953. 


rapid, safe control of infection throughout the urinary system 
EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, N.Y. 
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educational! comparative, comprehensive 


DOCTORS & PUBLIC 
HEALTH TOUR 


to the 


SOVIET UNION 


also Brussels, Helsinki, Amsterdam, Paris 


17 DAYS — OCT. 7 TO OCT. 23, 1961 


A 10-day concentrated, professional informal 
Group Study of Public Health and Medicine in 
USSR, featuring scheduled Meetings and dis- 

$995 cussions with Doctors and Health Officer-Workers 
your USSR professional counterparts. 


COMPLETE Discussion-Tours of Soviet Public Health Plants, 
(except 4 meals) School Health Depts., Accident Hospital, Anti- 
from New York Cancer Clinic, Factory Polyclinic, Moscow Univ., 

City Maternity-Child Center. 


Fun, too! . . . from Russia’s Ballet and 
Circus to Pari: Bergere and 


s’ Folies 
S A Ke N A Lido Night Clubs. Sightseeing galore! 


BELGIAN World AIRLINES 
Request Detailed Folder from: 
SABENA, 818 Olive, St. Louis, Mo. @ GA1-2425 
NAME 
CITY; Sr Are: 


Migratory urge 


Study of internally migrating groups within 
the United States of America has shown that 
complex social and economic factors will deter- 
mine the social class position and intellectual 
quality of those who migrate (Klineberg, 1958). 
Australia at present is receiving immigrants 
both from economically depressed and over- 
crowded countries around the Mediterranean 
Basin, and from Western European countries 
where the economy is booming, living standards 
ere rising and the population is relatively stable. 
From time to time there are additional influxes 
of political refugees, whose migration is enforced. 
It is reasonable to assume that most voluntary 
migrants from depressed and overcrowded 
countries are attracted by Australia’s open spaces 
and rapidly developing economy ; but what about 
the others? What impels people to leave a famil- 
iar homeland in prosperous times, to settle in a 
relatively unknown country? Several motives 
are possible. They may object to increasing 
governmental supervision of their lives, as occurs 
in some crowded European countries, and seek 


ydrocortis ine . 


the dramatic inflammatory-suppress: uritic , antiallergic 


icacy of hydrocortisone 
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greater freedom by moving to a frontier of west- 
ern civilization; though if they do, many lack 
the courage of their convictions, since they re- 
main in cities in Australia, rather than striking 
out for the “frontier”. They may fear calamity 
in a future war, wish to escape from a potential 
battleground. They may be adventurers, restless BREED RADIUM INSTITUTE 
for change and excitement, challenged by the 
unknown. They may be people for whom “the 
grass is greener on the other side of the fence”. Ee 
They may have been unable to find a satisfying 55 EAST WASHINGTON STREET 
place in the society of their homeland, either CHICAGO 2, ILLINOIS 
because of their own inadequacy, or because 
no opportunity exists there for full employ- 
ment of their particular talent. They may seek TUMOR THERAPY 
“promised land” where all their troubles will 
vanish as if by magic, in which case their adjust- J. Ernest Breep, B.S. M.D. 
ment to their new environment will be impaired ey 
when this expectation is unfulfilled (Hoff, 
1958). It is axiomatic that people content with 
their lot in life do not migrate. When the 
invitation to migrate is seductively worded and 
the journey costs nothing, what kinds of people 
will be attracted? J. M. Last. Culture, Society, 
and the Migrant. M. J. Australia. March 18, 
1961. 
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push-button control in 


inflammation, 
allergy 


This non-occlusive foam lets the skin ‘‘breathe” as it 
“puts out the fire’’ of inflammation — unlike ordinary ointments. 


Applied directly on affected area, pantho-Foam is today’s 
non-traumatizing way to provide prompt relief and healing in... 


burns 
eczemas (infantile, lichenified, etc.) 
dermatitis (atopic, contact, eczematoid) — 


supplied: aerosol neurodermatitis 
container of 2 oz. 


: pruritus ani et vulvae 
stasis dermatitis 


-Funk Laboratories, division - 250 East 43rd Street, New York 17, N. Y. 
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nsurpassed “general-purpose” steroid outstanding for “special-purpose” theragy — 
Si, ] | 


The 
ILLINOIS 


Medical Journal 


Official Journal of The Illinois State Medical Society 


AUGUST, 1961 
VOL. 120, No. 2 


Peyronie's Disease 


Donap Rotnick, M.D., Chicago 


rs DISEASE has long been a disturbing 

problem for urologists. Other terms used to 
describe the condition are plastic induration of 
the penis; plastic induration of the corpora 
cavernosa; fibrous and chronic cavernositis ; 
primary indurative cavernositis; circumscribed 
fibrosis, fibrous placques, and fibrous sclerosis of 
the penis. Ephemerides first reported it in 1687* 
and La Peyronie defined it more fully in 1743.” 
Prior to World War I the condition was fre- 
quently called Van Buren’s disease because of 
Van Buren and Keyes’ report in the New York 
Medical Journal in 1874. Only in more recent 
years has Peyronie’s name been held synonymous 
with the condition. 

Peyronie did not describe the disease as we 
know it today’? but noted it in his article “Some 
Obstacles Opposing the Natural Ejection of 
Semen.” He described “rosary beads” along the 
dorsum of the penis which caused a dorsal 
angulation during erection. He did not recognize 
the basic pathology as a fibrous placque lying 


From the departments of urology, Cook County 
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between Buck’s fascia and the tunica albuginea 
of the corpora cavernosa. 

The etiology is unknown.? Trauma, gout, 
diabetes, arthritis, vascular disturbances, vene- 
real diseases, inflammatory fibrosis, hormonal dis- 
turbances, and heredity have all been suggested 
as possible etiologic factors. 

Peyronie’s disease is not a rare condition. The 
large majority of reported cases occur between 
the ages of 50 to 60, but cases have been reported 
in the 20 to 30 year age group and in the eighth 
decade of life. The condition is not incapacitat- 
ing and does not shorten life. However, it may 
be extremely disturbing to the individual and 
may be a major problem for him. 

The lesion is easily palpated beneath the skin. 
The corpus spongiosum and urethra are never 
involved. The placques are most commonly 
located on the dorsum of the penis in the midline 
near the corona, but may be located anywhere 
from the base of the penis to the glans and may 
be situated laterally and occasionally lateroven- 
trally. They vary in length and thickness and 
exist as cords, nodules, or placques. They are 
sharply circumscribed, irregular and firm, hard, 
or bony in consistency. Microscopically the 
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Figure 1. Low power microscopic section through a 
Peyronie’s plaque showing the characteristic marked 
fibrosis. Figure 2 (right). High power microscopic 


plaques show bundles of collagen fibers with 
fibroblasts between them, a few blood vessels, and 
a few elastic fibrils, and the lesion resembles a 
keloid (Figs. 1 and 2). Bone and cartilage may 
develop in placques present for long periods of 
time. There have been no reports of malignant 
change nor ulceration. 

The disease may be entirely asymptomatic, 
particularly in older patients, in whom the con- 
dition may be discovered incidentally on 
routine examination. The lesion produces symp- 
toms only during erection, the most common 
symptom being dorsal angulation which may be 
painful and prevent intromission. Decreased 
libido and loss of potency commonly occur. Pey- 
ronie’s disease does not cause urinary symptoms. 


Treatment 


Treatment is imperfect and difficult to eval- 
uate. Spontaneous regression of the lesion with 
disappearance of symptoms may occur. The 
placque may develop to a certain size and then 
not become any larger. In addition, the patient 
may respond differently to the same therapy 
given at different times. 

Alpha-tocopherol seems to be the treatment of 
choice. The use of tocopherols in the treatment of 
Peyronie’s disease was first described by Scott 
and Scardino in 1948. It was based on Stein- 
berg’s encouraging results with vitamin E®*’° in 
the treatment of primary fibrositis and Dupuy- 
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section through a Peyronie’s plaque showing bun- 
dles of collagen fibers with fibroblasts between 
them, a few blood vessels, and a few elastic fibrils. 


tren’s contracture of the hand. Both of these con- 
ditions and Pyronie’s disease some authorities 
believe belong to the same group of diseases and 
may have a common etiology. There had been 
reports of the high incidence of Dupuytren’s con- 
tracture in association with it. The most effective 
dosage is 300 mg. daily given for at least six to 
eight weeks and often for much longer periods. 

In 1947 Lowsley and Gentile® reported good 
results with surgical excision of the lesion. How- 
ever, surgical excision may result in further 
scarring with worsening of the condition. Teas- 
ley’ and Bodner, Howard, and Kaplan’ in 1954 
reported encouraging results with the use of oral 
cortisone and hydrocortisone-hyaluronidase in- 
jected directly into the lesion. This therapy 
was based on the known antifibroblastic effect 
of cortisone. Oral cortisone seems to be ineffective 
and carries the hazards associated with its use in 


-any condition. The direct injection of hydrocor- 


tisone-hyaluronidase and fibrinolysins has not 
proven especially effective, and such therapy may 
result in further scarring with worsening of the 
condition. 

Radium has been used in the treatment of 
Peyronie’s disease for many years. In 1948 
Fricke and Varney* used it in a series of cases 
from the Mayo Clinic. Almost 50 percent showed 
some degree of improvement. Results of this 
therapy at the Michael Reese Hospital Radiation 
Center from 1940-1960 are as follows: 
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Number of cases — 36 

Average age — 54 (Youngest 26. Old- 
est 68. Two under 30 and the rest 
over 40) 

Dose/Time — 900 mg. hrs. (4,500) 
/3-4 days 

Results 

Improved — 12 

No change — 11 

Lost to follow-up — 13 


Improper use of radium may cause severe burns 
and atrophy of the penis. Radium therapy may 
be repeated after a six to eight week interval. 

POTABA® (potassium para-aminobenzoate) 
is the most recent remedy recommended.’* It has 
an anti-inflammatory and antifibroblastic effect. 
It cannot be used in combination with sulfona- 
mides and, as is common with all potassium com- 
pounds, may cause severe cramps and nausea. 
POTABA may be taken as tablets or in a chilled 
liquid form. The daily dosage is 12 grams of 14 
gram tablets (24 tablets a day). Our experience 
with this drug is limited to one patient in which 
it had to be discontinued because of severe 
nausea. It is a recent drug and needs further 
evaluation. 

Topical applications of mercury, iodine, 
camphor, and iodoform; iodides and arsenicals 
internally; ultraviolet rays, short wave dia- 
thermy, faradic current, radon seed implantation, 
x-ray therapy, autogenous vaccines, and manual 
massage of the penis, all used in the past, are 
now recognized to have no merit. 


Report of 37 Cases 


From 1950 to 1960 we saw 37 cases of sympto- 
matic Peyronie’s disease and many asymptomatic 
cases that did not require treatment. Only 21 were 
followed for three months or more. Several 
patients had previously been treated by other 
urologists and since we had nothing more to 
offer, we were unable to obtain adequate follow- 
up. Only the symptomatic cases will be reviewed 
and only those 21 patients followed for at least 
three months will be included in the results. 


Number of cases - 37 


Average Age - 52.81 (Youngest 21. Oldest 
76.) 

Age Distribution - 20-30 - 1; 30-40 - 1; 
40-50 - 9; 50-60 - 18; 60-70 - 7; 
70-80 - 1. 
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Symptoms 
Angulation of penis during erection - 37 
Dorsal - 36 
Ventral- 1 
Painful erection - 17 
Decreased libido - 12 
Loss of potency - 4 


Associated. Diseases 

Trauma - 4 (2 followed prostatectomies. One 
followed urethral dilatations for 
urethral stricture. One followed 
direct external trauma to penis.) 

Prostatitis - 3 

Benign prostatic hypertrophy - 2 

Diabetes - 2 

Dupuytren’s contracture of hand - 1 

Exposure to x-ray - 1 (21 year old x-ray 

technician ) 


Location of Lesion 
Dorsum - 33 
Dorsolateral - 3 
Ventrolateral - 1 


Method of treatment 


Our method of treatment has been 300 mg. 
alpha-tocopherol in three equally divided doses 
daily for at least six to eight weeks and often 
for much longer periods. This is followed by 
radium therapy if there has been no improve- 
ment or if the improvement with the tocopherols 
becomes static. 


Alpha-Tocopherol 

“Cure’* - 3 

Improved - 5 (2 of these patients developed a 
recurrence which did not re- 
spond to a second course of alpha- 
tocopherol therapy.) 

No change - 5 

Worse - 1 


Alpha Tocopherol and Radium 


Improved - 1 
No change - 5 
Worse - 1 


*When using the word “CURE” in Peyronie’s dis- 
ease, it should again be emphasized that spontaneous 
regression of the lesion may occur making tt difficult 
to evaluate the cure. One patient, followed almost 10 
years, and another for 8 years have had no recurrence. 
One was followed for only 4 months. 
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Summary 


In conclusion, a discussion of Peyronie’s 
disease with a review of 37 symptomatic cases 
seen over a 10 year period has been presented. 
The treatment will probably remain imperfect 
until the etiology is discovered. Peyronie’s 
disease offers a challenge to the urologist. 
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Trimester plan objectives 


Considered strictly as a mechanical system 
for dividing the calendar, the trimester plan 
provides for three fifteen-week terms, But within 
the past few years, this scheme has attracted 
considerable interest as an instrument of educa- 
tional policy. Its advocates see it as a means of 
facilitating the educational process and easing 
the growth problems facing universities in the 
years ahead. The conventional four-year under- 
graduate program followed by some years of 
professional study and training is regarded as 
archaic and wasteful both to society and the 
individual. Society is denied years of knowledge 
and service from its college and university grad- 
uates; the individual student is deprived of 
potential benefits at a stage of life when his 
intellectual and physical powers are at their 
height. The trimester plan, say its proponents, 
enables schools to gear themselves to new social 
needs and demands by making more efficient 
use of time, human resources, and physical facil- 
ities. Chancellor Litchfield of the University of 
Pittsburgh estimates that “35 per cent of our 
budget is with us whether we keep the doors 
open nine or eleven months.” Moreover, the tri- 
mester calendar will help schools to accommodate 
the burgeoning student population of the near 
future through greater use of physical facilities, 
thereby reducing costly outlays for additional 
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plant and facilities that are sure to be staggering 
under conventional four-year programs. Thus 
the case for the trimester idea is based upon 
claims to gains that accrue from year-round 
operations. As a year-round system, the trimester 
calendar offers a workable plan for cooperative 
programs, but so does the quarter system. 

The University of Pittsburgh is an example of 
the trimester plan in operation. The Fall term 
opens early in September and ends prior to 
Christmas vacation. The Winter term begins 
early in January and ends at mid-April. The 
Spring term opens shortly after the middle of 
April and runs through July. Vacations come 
at regular intervals and August is a free month. 
As of now, faculty members may teach two or 
three terms, but year-round teaching is already 
coming under criticism and is likely to be dis- 
couraged. Students may elect to attend fewer 


than three terms a year, but the whole idea of the 


plan is to encourage them to complete require- 
ments for the B. A. degree in two and two-thirds 
years. Should a student then wish to undertake 
legal studies, for example, he may go on to com- 
plete requirements for his law degree in two 
years. Thus he fulfills the trimester objective of 
acquiring a liberal and a professional education 
within a span of four and two-thirds years. 
Under conventional programs he would spend 
seven years. A Report to the University Senate 
on the Division of the Academic Year. North- 
western University. May 1, 1961. 
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Some Problems Facing 


Britain’s National Health Service 


The Hospital Service 


JOHN Reckuess, M.B., Ch. B., Durham, N.C.* 


I CONSIDER IT a great honor to deliver the 

annual Camp Memorial Lecture. Dr. Harold 
Camp was a gentleman who served your society 
faithfully as its secretary for 35 years. As one 
who labored to maintain and improve this organ- 
ization and what it stands for, he might well, 
were he able, indicate his approval for the subject 
of this lecture today. I sincerely hope so, for I 
intend to present some of the problems that are 
facing a nation which decided to adopt a system 
of compulsory, government-sponsored medical 
care. I hope that the experiences I present will 
be of interest to those who oppose a similar trend 
in this country’s domestic scene. 


State of Britain’s National Health Service 


Britain’s National Health Service is here to 
stay. Whatever its critics may say, the plan 
which demands compulsory, government- 
sponsored financing and administration of the 
medical services is now an integral feature of 
Britain’s national scene. 

Since 1948 over 95 per cent of Britain’s 
physicians and all but a handful of its hospitals 
have participated in the government-con- 
trolled health service. This is in three parts: a 
hospital service, a general practitioner service, 
and a public health service sponsored by local 
authority. It is directed by a minister of health, 
who is a senior politician appointed by the Prime 
Minister of England, to coordinate the various 
aspects of the service. The Minister of Health is 
directly responsible to Parliament and the people. 

All citizens are required to belong. The service 
is financed by direct contribution deducted from 


*From Duke University Medical Center. 

The Camp Memorial Lecture presented at the An- 
nual Meeting of the Illinois State Medical Society, 
Chicago, May 17, 1961. 
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the wage packet with the deficit made up from 
the national tax structure. The service is centrally 
controlled, with limited delegated authority at 
the local level. When it was first introduced in 
1948, the following services were available at no 
extra cost to the user: complete general 
practitioner and consultant medical care; 
hospitalization and all the services that a hospital 
offers; all drugs and appliances; a complete 
system of sickness and disability, maternity and 
death grants; complete dental and ophthalmic 
care, and such supporting services as a home 
nursing and ambulance system. 

Such was the demand that additional charges 
were levied on those who utilized the medical 
services, that is, on those requiring drugs, 
spectacles, dental care, and certain beds in the 
hospital system. The extra charges, were intro- 
duced in 1951, 1952, 1957, and 1961. 


The Minister of Health’s statement 


Who could be in a better position to assess 
the service than the present Minister of Health, 
Mr. Enoch Powell? His statements quoted below 
will refresh those physicians in this country who 
oppose government-financed medical care, for 
he echoes with authority the fears which the 
American Medical Association expresses today. 

In his first major speech after assuming 
office in the fall of 1960,‘ he stressed that the 
National Health Service, by its very nature as a 
comprehensive state service, holds dangers and 
possibilities of harm as well as opportunities and 
possibilities for good. 

Speaking then of a centralized-responsibility 
and decision-making machine, he notes that the 
great danger is rigidity. “Policies which are 
formed centrally and executed administratively 
are bound to be slower to change and less adapt- 
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able to alterations of circumstances and demand, 
than if responsibility were diffused and decisions 
were independent. The great machine is bound 
to have a one-track mind, to be cumbrous and 
unresponsive, to abhor variations, to be in- 
sensitive to the world around it.” 

Now compare this candid declaration from the 
political minister controlling a state medical 
service with the declarations of those pressure 
groups in this country who want to move the 
direction and control of medical care away from 
the individual, private, and public sources at a 
local level to a government agency in the nation’s 
capital. 

Here are some examples of inflexibility in 
Great Britain. Hospital building has not met 
the demand ;? the process of staffing the hospitals 
has deteriorated ;? remuneration 6f the physician 
has not kept pace with inflation; and ex- 


penditure on health has not kept pace with the — 


amounts spent on other social services.® 

Time does not permit me to outline the defi- 
cits in all these areas, but I would like to begin 
by discussing Hospital Building and to make 
comparisons between progress over the last ten 
years in Great Britain with its National Health 
Service and progress in the United States with 
its different system. 


Hospital building programs comparec| 


In the United States between 1946, when 
Congress authorized a Nationa], Hospital Survey 
and Construction Program, and Dec. 31, 1958, 
184,900 hospital beds and 827 public health 
centers were being added to the nation’s health 
plant.® The federal share amounted to just under 
one third of the total cost. 

In Great Britain an estimated 447,000 beds 
were transferred to the National Health Service 
on the “Appointed Day” in July, 1948,’ and at 
the end of 1958 there were 483,082 staffed 
hospital beds. During a similar period then 
only 36,082 beds were added to ‘Britain’s 
National Health Hospital Service, while America 
built 148,818 more hospital beds, which even 
allowing for the population difference is an 
impressive figure. 

Britain completed the building of no new 
hospitals in this period even though two out of 
three hospital structures were over 70 years old.® 
The Ministry of Health came into possession of 
a large number of hospitals, many of which were 
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worn out and would have been worse except for 
the Trojan work of some local authorities who 
between 1930 and 1938 lavished large sums on 
trying to improve their own hospitals.” Capital 
funds during the first 12 years of the National 
Health Service have been niggardly.® D. S. 
Less® estimates that before World War II capital 
expenditure was about one fifth as large as cur- 
rent health expenditure; since the war it has 
been equivalent to only three or four per cent. 
According to Messrs. Able-Smith and Titmuss, 
the rate of capital expenditure up to 1952-1953 
was below half the level needed to maintain the 
then existing stock of hospital beds. 

These figures indicate that following accept- 
ance by the government of responsibility for the 
nation’s health care, there was a decrease in 
capital expenditure in the health services. Not 
only was there an insufficient expansion, but 
there was also, according to the above quoted 
statistics, an insufficient amount of money spent 
on maintaining the hospital structures existing 
up to 1953. 

During the same period the United States saw 
over 600 new hospitals built, and many addition- 
al wings added to the existing plant. Since the 
hospitals in this country were newer, standards 
of comfort and convenience offered to the patient 
were much higher than in similar hospitals in 
Great Britain. 


“British hospitals treat more patients 
than ever before” 

I should now like to quote from the British 
Medical Journal of Sept. 10, 1960. “It is praise- 
worthy, that despite the inevitable financial 
difficulties quoted above, British hospitals have 
treated more patients than they ever did before 
and the over-all standard of work is undoubtedly 
much higher than in the past.” 

I quote this statement for two reasons. First, 
of course, it is proper to understand the benefits 
of the National Health Service, and secondly, 
this statement is often tuken out of context and 
quoted in this country by those who support 
government-sponsored medical care. The in- 
ference is that if this country were to adopt a 
similar plan to the British system, a similar 
improvement could be expected. 

But let us look at the other half of that para- 
graph from the British Medical Journal. “Al- 
though most of the credit is due to improved 
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staffing and wider diffusion of consultant serv- 
ices, tribute should be paid to the management 
committees that have transformed some derelict 
promises [see illustrations in reference number 
7] and have improved facilities. Nevertheless the 
position is thoroughly unsatisfactory and the 
demands for a substantial increase in capital 
grants is thoroughly justified.”® 


‘British Hospital Service prior to 1948 


No fair or valid comparison can be made be- 
tween the hospital services in Great Britain prior 
to the introduction of the National Health Serv- 
ice and the present hospital system in this 
country. Those who point to the improvement in 
hospital services in Great Britain and offer this as 
an excuse for adopting a similar national health 
plan in America are not making a fair or valid 
comparison. Prior to 1948 the hospitals in Great 
Britain were old and poorly maintained due to 
the ravages of the war-time situation. A case was 
made for the government assuming financial 
responsibility for the hospital program. It is my 
impression that no such deteriorated situation 
exists in hospitals in the United States. To be 
sure, hospital administrators do complain of the 
difficulties and dangers of the rising price of 
hospital care; but through a combination of 
local effort and federal aid, the increasing de- 
mand for new hospital beds has at least been 
met. Such has not been the case in Great Britain, 
even with the government assuming full financial 
responsibility. 

It has been estimated that 75 million pounds 
sterling should be set aside for capital expendi- 
ture for the hospital program. The amounts 
spent so far are 

1955, £22 million; 

1960, £2514 million; 

1961, £31 million. 
Although the government has pledged to increase 
this sum to £50 million by 1965, the demands 
are rising and show that there is a need for 
40,000 more beds in the next 20 years and for 
89,200 more beds by 1999.7° 

In January, 1959, the official U. S. state 
agencies estimated that an additional 867,000 
beds were needed in this country. It should be, 
I think, completely understood that if the federal 
government takes over responsibility for the 
financing of medical care and follows the same 
pattern of decreased capital investment shown in 
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Great Britain, then serious difficulties will arise 
in the future provision of hospital beds in this 
country. It should also be understood that the 
average bed-stay in Great Britain is substantially 
greater than in this country. If as a consequence 
of Congressional legislation the patient’s financial 
responsibility for his hospital costs diminishes 
and the average stay increases, this could place 
a great strain on existing hospital-bed avail- 
ability in the United States. 

Of course, no one can say that the present 
pattern of considerable investment in capital 
expenditure on health service in this country 
would not be continued; however, in virtually. 
every other nation where a compulsory national 
health service plan has been introduced, rising 
current expenditure has forced a cut-back in 
capital expenditure. 

The significance of the unavailability of hos- 
pital beds is again shown in Great Britain. A 
bed always exists if there is a definite, serious 
medical emergency. The difficulty arises with a 
nonemergency situation, and the waiting lists 
are longer and are still rising. This, in the 
opinion of the British Medical Journal, is the 
most serious failing in the National Health Serv- 
ice today. A vast amount of relievable disability 
goes untended in such conditions as hernia, var- 
icose veins, hemorrhoids, and prolapse.® 


Consultant services 


The other point, the improvement in the hos- 
pital situation being due to the diffusion of 
specialist services, should be mentioned, for again 
a difference exists between the pattern in Great 
Britain and that in the United States. Prior to 
the National Health Service, specialists lived by 
private practice, were limited in number, and 
were grouped around the larger hospitals. Today 
the pattern is more similar to that in this coun- 
try, where more specialists are available and 
where the settlement is not just around the 
teaching centers but is spread, with the exception 
of a few specialties, throughout the countryside. 


Needs of the aged and chronically sick 


In the United States there now exists a 
considerable pressure to provide medical care for 
the aged through organization of the present 
Social Security system.** Some groups advocate 
federal intervention into medical care for the 
chronically sick. It is argued that this alliance 
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will allow more efficient care for the patients in 
these categories. 

It is interesting to compare how these patient 
groups have fared under a system of compulsory 
government medical care. In November of 1960 
the British Medical Association was asked to 
supply its opinion to a government-sponsored 
investigation by the Medical Services Review 
Committee (The Porritt Committee) .’? On Jan- 
uary 28, 1961, the association’s findings were 
published, and the responses were based on the 
survey within the framework of the British Med- 
ical Association. 

I should like to quote some questions and 
answers : 

Question 15: “Are present facilities for the care 
of the chronic sick and elderly patiénts adequate : 
in particular concerning admission to hospital of 
patients requiring (a) a long stay, and (b) a 
short stay for acute illness or for social reasons, 
and the admission of the dying? If not how may 
they be improved ?” 

Reply: “(a) No (b) No 

“The facilities could be improved by closer 
integration and coordination of the various serv- 
ices and by improved Part III accommodation 
under the National Assistance Act, 1948 (Hous- 
ing for Indigents). The provision of geriatrici- 
ans, hospital beds, day hospitals, and hostels for 
the elderly should be increased. There is a place 
for a geriatrician and a geriatric service in all 
hospital groups. Hospital authorities should 
realize that there is a limit to the scope of 
domicilliary care, and they must accept greater 
responsibility for custody of the chronic sick. 

“There is a real need for short-stay accom- 
modation for social emergencies and also in- 
creased facilities for the transfer and reception 
of patients other than in general hospitals when 
the acute phase of the illness is resolved. There 
is a need for varying types of accommodation 
for many of those suffering from chronic illness, 
and there should be some segregation according 
to age, background and interests. Centers should 
be established in each region for the care of the 
young chronic sick.” 


Discussion 


This reply offers real help to medical-care 
planners in the United States. It is apparent 
that with the diminished capital investment in 
the National Health Service no real effort has 
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been made to build, equip, and staff the special 
treatment centers for the chronic sick and the 
elderly patients. The chronic sick do not need 
the acute-treatment facilities of a general hos- 
pital; they need rather the remedial services and 
after-care facilities. They and geriatric patients 
need convalescent facilities in specially designed 
buildings that avoid increasing psychologic prob- 
lems imposed by their reduced mobility and lone- 
liness. To house these patients in hospitals for 
the acutely ill is wasteful, both in terms of bed 
space and cost, for it costs much more to stay in 
a general hospital than in a convalescent home, 
and general hospital beds are needed for acutely 
ill patients. 

Dr. Wilfred Fine, in a letter to the British 
Medical Journal dated March 18, 1961,**points 
out how, in many ways, the financial workings 
of the welfare state tend to disuade the family 
from the choice of home treatment and to en- 


courage hospital treatment. In his letter he 


states, “The supreme example of this is the finan- 
cial provision in relation to the aged sick in 
Great Britain.” He points out that even follow- 
ing admission to the hospital, the patient’s old- 
age pension, usually drawn for him by a relative, 
continues. He states that, in his experience, many 
families continued to draw the pension while the 
patient was in the hospital and, of course, the 
family was relieved of providing food and laun- 
dry for the patient. There is thus every financial 
inducement both to send aged relatives into the 
hospital, and once they are there, to keep them 
there. He further states, “When so many fam- 
ilies, particularly in the lower income groups, 
are in debt to higher purchase firms, it needs no 
stretch of the imagination to realize the tempta- 
tion placed gratuitously within the reach of 
needy relatives by the state.” 

When this argument is used by those who op- 
pose the linking of medical care for the aged to 
the Social Security system, others point out that 
doctors are responsible for the length of time a 
patient stays in the hospital. This is an over- 
simplification of the case. If the relatives are not 
available or are unwilling to take care of an 
elderly patient who is over the acute phase of 
his illness but still requires some convalescent 
facilities,'the physician faces an impasse. When 
the relatives are unwilling to reaccept the aged 
relative in the home, and when the physician 
realizes that though the acute hospital services 
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are not required, some further convalescent care 
is needed and that such care will not be provided 
outside the hospital, he has no option but to allow 
the patient to remain in the hospital bed. To 
arbitrarily discharge him would expose the 
physician to much criticism and place him in the 
center of unpleasant controversy. When such a 
situation is multiplied, it is easy to see how the 
hospital-bed turnover is reduced and the avail- 
ability of hospital beds rapidly diminishes. 


Care for the chronic sick and disabled in the U. S. 


Now what has happened in the United States? 
In 1954 Congress broadened its hospital-building 
program to meet the need for long term care and 
chronic disability. Federal aid was authorized 
for the construction of diagnostic and treatment 
centers, nursing homes, chronic disease facilities, 
and rehabilitation centers. By Dec. 31, 1958, 612 
new projects had been approved, including 226 
diagnostic or treatment centers, 152 nursing 
home projects, 145 chronic disease hospital proj- 
ects, and 90 rehabilitation facilities.® 

It would again appear that under your system 
much more has been achieved. 


What will happen in the future 


In the United Kingdom in the next 40 years, 
the number of old people in the population will 
increase by 46 per cent among men 65 and over, 
and among women in the same age bracket by 
34 per cent. A similar increase is expected in the 
United States, and it would be more appropriate 
to plan for their needs now under the present 
system of voluntary health insurance rather than 
open the doors of our general hospitals. The 
present trend of special hospitals for special 
patients which has been set by Congress over the 
past few years should continue. To increase cur- 
rent expenditure by opening the general hospital 
bed facilities for the care of the chronic and aged 
patients might, as stated before, reduce the 
amount of available money spent for building 
chronic and convalescent hospitals. 


Medical research 


Medical research is the key to the ultimate 
improvement of the nation’s health. Its aim is 
the elimination of disease and the reduction of 
suffering in disability. Expenditure on research 
may be looked upon as a capital investment. Let 
us now compare how expenditure on medical 
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research has fared in Great Britain and in the 
United States. 

Again let us consider the Porritt Committee 
Questionnaire : 


Question 22: “Do you consider that the existing 
facilities for research in (a) the hospital service, 
(b) general practice and (c) the Public Health 
Service are adequate? If not, please give sugges- 
tions for improvement.” 

Reply to Question 22: (a) No (b) No (c) No 


The text of the answer is that there should be 
more sponsoring of research work by making 
more time and money available under the terms 
of the National Health Service. 

To understand the differences between the 
two countries, on July 22, 1960, the parliamen- 
tary secretary to the Minister of Health reported 
the total expenditure on psychiatric research in 
the current financial year would be £200,000 
(about $560,000) and that this sum represented 
4.7 per cent of the estimated total budget of the 
Medical Research Council. This implies that the 
total research budget of the Medical Research 
Council, which is the major agency responsible 
for Medical Research in the United Kingdom, 
was about $12,000,000. Before proceeding to the 
American figures, it should be noted that some 
research is supported by private institutions and 
philanthropic organizations. Interestingly, the 
United States National Institutes of Health 
allocated $900,000 for medical research at uni- 
versities and scientific institutions in Great Bri- 
tain in 1960."4 

One of the most impressive things in the 
United States is the amount of money devoted to 
medical research. In 1957 this was in the order 
of $330 million, of which the federal goverment 
provided $186 million, involving the employment 
of about 20,000 professional research workers. 
There are indications that this sum will rise to 
$1 billion by 1970. It is expected that the federal 
government will provide half of this amount; and 
private philanthropy, industry, and endowments, 
the remainder.*® 

It should be noted that in the United States 
before World War II research expenditure from 
all sources amounted to about $20 million. The 
question to ask ourselves is “ In the event of a 
substantial increase in capital expenditure due 
to government intervention in financing medical 
care, for which an increase in general taxation 
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was deemed inadvisable, would there have to be 
a reduction in the amount of money spent on 
medical research?” The question has to remain 
open, but it does appear that in Great Britain 
the answer was yes. 


Hospital staffing 


In the two countries a shortage of junior hos- 
pital staff exists, but the way each country is 
handling the shortage is different. 

In Great Britain it has been estimated that 
there are 9,543 junior grade doctors (interns 
and residents) and that they represent 40 per 
cent of the medical staffs of the hospitals. Over 
one third of them are qualified outside Great 
Britain (minimum 3,181) and without these 
doctors from overseas, a large number of whom 
are in Great Britain for a short time only, there 
would be a break-down of staffing below the 
senior registar grade (senior resident).’® It is 
said that there is an inadequate number of 
specialists and that the specialist’s responsibility 
is being excessively or inappropriately delegated 
by senior hospital medical officers, senior regis- 
trars, and members of the junior grades.* 

The percentage of overseas doctors in the 
junior hospital grades is quoted in table 1.*° 


TABLE 1. Proportion oF ToTaL STAFF IN THE JUNIOR 
GRADES IN ENGLAND AND WALES REPRESENTED BY Doc- 
tors Not Born 1n Great Britain.*** 


Hospital Region Proportion 
Newcastle 51% 
Leeds 50% 
Sheffield 51% 
Liverpool 36% 
Manchester 49% 
Birmingham 46% 
East Anglia 45% 
Metropolitan (four regions) 27% 
Wessex 32% 
Oxford 43% 
South Weston 34% 
Wales 37% 
* Adapted. 


What is being done to meet this situation? 
It should first be stated that in Great Britain 
few general practitioners have access to hospital 
beds under their direct control. When they 
have a patient who requires hospitalization, it 
is usual for them to refer the patient to a hos- 
pital where they are then taken care of by the 
appropriate specialist. The shortage of hospital 
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staff is not due to a shortage of British physi- 
cians. Many general practitioners hold specialist 
medical qualifications, and they, with other 
general practitioners, would like to perform part- 
time hospital duties for their patients; but so 
far no provision for that has been made by the 
Minister of Health. 


No shortage of British doctors 


In a reply in Parliament, Mr. Walker-Smith 
replied for the ministry that in 1954-1955 the 
number of students entering medical school was 
2,100, and 1,700 in 1958-1959. The Willinck 
Committee had suggested a reduction of 10 per 
cent in student admissions as soon as possible, 
and said that the Royal Commission in February, 
1960, expressed a view that the supply of can- 
didates with training as doctors was reasonably 
close to requirements. In addition, a minority 
report of the Royal Commission suggested that 


it was desirable to reduce the long lists of pa- 


tients among general practitioners.*® The most 
recent figures showing the number of applica- 
tions for admission into medical schools in Great 
Britain, other than Oxford and Cambridge, as 
reported by the vice-counselors and principals of 
the United Kingdom, are even more interest- 
ing."” 

Application 1959 Admission 1959 

(To nearest 100) (To nearest 10) 


England 10,800 1,170 
Wales 300 60 
Scotland 2,000 470 
Total T3100 


In 1960 a further report by this committee 
showed that the totals had risen to 16,000 and 
2,030 respectively.’® 

It has been suggested that the paucity of home 
graduates and the influx of overseas graduates 
into the junior posts is undoubtedly due to the 
fact that the latter will be able to use their 
increased knowledge and skill in hospitals in 
their own countries, whereas the home graduate 
on entering general practice will find the hospital 
closed to him and his skill unused.?® The other 
interesting facet of the above figures is that be- 
yond doubt the introduction of the National 
Health Service has not reduced the number of 
students applying for entrance into the medical 
schools. It is important to realize that in Great 
Britain there is no economic barrier for those 
wishing to enter medicine. One has to be of 
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TABLE 2. Cost or Great BriTAIn’s NATIONAL HEALTH SERVICE. 


1949/50 


Expenditure and Income 


1952/53 


1954/55 1956/57 1958/59 


(in millions pound sterling) 


1957/58 


Gross expenditure by Ho 518 525 621 661 714 
Central Government 
Hospital & specialist 247 296 324 388 414 447 


services 


Financed by taxation 


health contributions 


Health service charges 20 
31 


Miscellaneous 


467 
General taxation 354 426 
National insurance & 41 41 


429 516 527 538 
41 42 65 105 
25 29 33 33 


Total Income 


518 


714 


the minimum age and educational level to be 
eligible for a grant. 


Staffing position in the United States 


In the United States a similar problem exists 
with 12,942 foreign medical graduates listed in 
approved hospital programs on July 1, 1960.7 
Of these, 25 per cent are in the hospital service,** 
and 75 per cent work as residents and interns. 
In addition to the licensing of these physicians 
by the Education Council of Foreign Medical 
Graduates, other efforts are being made to in- 
crease the supply of medical and dental personnel 
in the health professions. In the period 1950- 
1958 six new medical schools were established 
and three more expanded from two- to four-year 
schools. Six new dental schools have been opened. 
It should be noted too that the present ratio of 
physicians in the United States, 140 per 100,- 
000 population, is one of the highest in the 
world.® 


Financial aspects 


We have seen that the National Health Serv- 
ice in Great Britain and the medical care system 
in this country have had to face similar problems 
in the areas of capital investment, (1) hospital 
building, (2) hospital staffing and (3) research 
in the medical field. 

In England the-solution of the problems was 
less vigorous than in the United States. There 
can be little doubt that the motivation to solu- 
tion was similar in each country. In the field of 
recruitment to medicine England seems to have 
an advantage; yet steps to increase the staffing 
of the hospital services leave room for improve- 
ment. 
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The difference seems to be one of finance. 'The 
Minister of Health stressed this in his reported 
speech, saying that finance was a great weak- 
ness.' Actual cost figures are shown in table 2. 

The following facts emerge from the table: 
With the rapidly rising cost of the service, the 
increased revenue from payroll deductions in the 
name of the health service amounted to only £64 
million while the less obvious increase from the 
general exchequer amounted to £248 million. The 
health service “extra” charges on those who 
obtained certain services rose by only £30 mil- 
lion. This means that those members of the 
general public who only reckon that the service 
costs the total of the weekly contribution plus 
the extra charge for drugs, etc., are deluding 
themselves and ignoring the substantially higher 
income tax rate levied to offset the deficit. 

In February of 1961 the Minister introduced 
further “extra” charges on those who used the 
service and in plain words stated there must be 
a limit to what the state pays for its health serv- 
ice and that the balance must come from the 
consumer.?? 

“When the scheme started [Mr. Heathcoat 
Amory said] the intention was that these direct 
contributions should cover a fifth of all Health 
Service expenditure; and certainly there are 
advantages in the public paying from their wages 
and salaries a significant proportion of what the 
service costs—especially if they understand what 
that proportion really is. On the other hand, a 
fifth of the cost of the service in 1958 is much 
greater than a fifth ten years ago; and for some 
families the proposed subtraction of ten shillings 
from the breadwinner’s paypacket (for National 
Insurance and National Health) will be about 
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470 558 592 643 Be 
30 34 36 38 oS 
446 525 621 661 
: 


as much as they can stand. The objection to flat- 
rate compulsory contributions as a, means of 
financing national schemes is that they bear 
most hardly on those who have least money, and 
the Government’s new requirements will be 
criticized for their further retrogressive effect. 
If more money is to be raised in contributions 
rather than by additional ordinary taxation, the 
time may soon come when it will be impossible 
to maintain the flat rate, and contributions will 
have to be related to income.”** 

The rise in costs of the Health Service has 
been alarming. Large supplementary estimates 
were submitted in 1949 and 1950, and the actual 
cost for 1949-1950 was 70 per cent greater than 
the estimated cost for 1948-1949. 

Financial ceilings were imposed by Parliament 
in May of 1951; measures were designed to damp 
down demand and defray part of the cost. They 
were increased and extended in June, 1952, and 


again in December, 1956, and February, 1961. — 


As you will observe from the figures shown above, 
general taxation bore the brunt of the ¢ost. 
Prior to 1938 health expenditure was two parts 
private and one part public. Today it is approx- 
imately 95 per cent public. This switch means, 
among other things, that the level of taxation 
is higher than it otherwise wouid have been. 
How much lower taxation would have been had 
the National Health Service not been established 
is impossible to estimate with any accuracy, but 
a reasonable estimate is £500 million (approx- 
imately $1,400,000,000). In perspective this 
means that the purchase tax (sales tax) could 
have been abolished or the rate of income tax low- 
ered significantly in Great Britain. Economists 
maintain that had taxation been lowered, the 
great incentives to work, to save, and to cut 
costs and take risks would have raised total out- 
put and investment above the present level; and 
the lower taxation would have enabled the coun- 
try both to enjoy the present standard of health 
services and to have additional resources for use 
in other directions. This is one of the public 
Health Service costs that is often overlooked.® 


Financing of medical care for the aged 
under the Social Security system 


The plan to link medical care financing for 
the aged to Social Security needs to be 
looked at very closely. “The Coming Din of 
Inequity” by Ray M. Peterson, vice president 
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and associate actuary of the Equitable Life 
Assurance Society of the United States, pub- 
lished as a special contribution in the Journal of 
the American Medical Association, deserves to 
be read very closely.” 

This article shows very carefully that Social 
Security is not “time-tested and proved” and 
does not possess “the many unique character- 
istics of voluntary private health insurance.” 
This program depends for its safety and stability 
on the taxing power of the United States govern- 
ment; and if costs of a public health 
service soar as they have in most other countries, 
the increase in cost would either have to be 
transferred back to the consumer, as in Great 
Britain, or the services curtailed as they were in 
Australia when the list of available free drugs 
was sharply cut. 


Financial future of the National Health Service 


In February of this year the Minister of 
Health announced the increase in charges for 
persons obtaining dentures, spectacles, and many 
beds, prescriptions, and welfare foods through 
the National Health Service. In justification 
of the increase he stated, “the net estimates of the 
National Health Service and the Health Depart- 
ment for the next financial year indicated an in- 
crease of 11 per cent over those for this year. 
This followed upon an increase of over 8 per cent 
this year and over 6 per cent the year before. The 
total cost in the current financial year was about 
£869 million, of which £663 million would be 
met by the Exchequer. 

“The government was determined,” continued 
Mr. Powell, “to continue their policy of develop- 
ing a Health Service and in particular to carry 
through a long term program of modernizing 
our hospitals. These objects would be in danger 
if the cost of the service to the exchequer were 
allowed to go on increasing at so high a rate. The 
government had therefore decided that certain 
steps to reduce the net estimates were 
necessary.””?% 

The Minister of Health has coined the slogan 
“fewer beds in newer hospitals,’ and the shift 
of expenditure within the British National 
Health Service for the rest of the century may, 
perhaps, be away from the costly Health Service 
towards community and domiciliary services.” 
It is unfortunate that in the United States the 
administration’s program will be directed to 
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moving the population, especially the aged popu- 
lation, from the home community care resources 
into the hospitals of the nation. 


Questions for the American people 


It cannot be denied, in the view of the ex- 
perience in Great Britain and other countries, 
that the introduction of government into the 
field of financing medical care will lead to 
changes in the doctor-patient relationship, the 
utilization of hospital facilities, the future ex- 
pansion of hospital services in this country, and 
relationships between doctors themselves. Phy- 
sicians, therefore, have every right, and indeed 
the moral responsibility, to examine carefully the 
need for change in the present medical system in 
the United States. The answers to the following 
questions should be elicited and placed before the 
American people. 

1. Are you convinced that a genuine need 
exists to cause such a transfer of responsibility 
for the financing of medical care to the govern- 
ment? 

2. Do you think that the March, 1961 figures 
for private prepayment insurance, as quoted by 
the Health Insurance Institute,?° reflect Ameri- 
ca’s confidence in the present system and the will- 
ingness of the people to shoulder their own 
burden? (The figures are 132,000,000 persons 
carry hospital insurance, 120,000,000 surgical in- 
surance, 86,000,000 have regular medical in- 
surance, 25,000,000 have major medical care; 
and 43,000,000 have loss-of-income insurance. 
Benefit payments were estimated at $5.6 billion 
which was approximately 9 per cent above the 
1959 payment to patients. 

3. Do you think that private voluntary pre- 
payment insurance, including the new plans 
which offer extended medical benefits to the old 
person, are sufficient to offset the need for 
government intervention into financing medical 
care? 

It should be stated in answer to the critics 
who claim that it is humiliating for a person to 
have to go to a government agency and ask for 
public assistance to meet medical bills that even 
in Great Britain patients still have to go through 
this particular application. In a statement made 
in the House of Parliament in February of 1961, 
Mr. J. Boyd-Carpenter said that in 1958 the 
National Assistance Board refunded a sum of 
money representing over 19 million prescription 
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items ; in 1959, a sum of money representing over 
20 million prescription items ; in 1960, a sum also 
representing 20 million items. The number of 
applications rejected in these years were re- 
pectively about 3,000, 2,000 and 1,500.°° 

4, Should the Kerr-Mills Bill, which helped 
14,800 persons in December, 1960, and 16,800 in 
January, 1961,?" be given a chance to prove its 
worth before the administration forces the intro- 
duction in Congress of its present plan to link 
medical care for the aged with Social Security ? 


Conclusion 


The fate of the present debate on the question, . 
shall the cost of medical care for the aged be 
linked with Social Security, now rests with the 
people. In this paper I have attempted to illus- 
irate some of the problems that have arisen with 
the compulsory government medical system in 
Great Britain. The bibliography shows a source 
of the fact and opinion I have used for illus- 
tration. I wish to point out that I have de- 
liberately concentrated on areas where a problem 
exists and that I do not wish to minimize the 
other areas of benefit nor other difficulties that 
face those who run and are working in the 
National Health Service. On the other hand, the 
lesson which Britain has learned may well be 
useful in that similar problems should be avoided 
in this country. 
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Heredity, Diet, and 


Coronary Heart Disease 


WARREN C. JENKINS, M.D., Evanston 


T HE PRESENCE of coronary heart disease in 

a given patient must usually result from 
several influences. Suspected factors are numer- 
ous: diet, physical activity, stress, occupation, 
personality, hormones, blood lipids, vascular 
anatomy, arterial wall enzymes, trace metals, 
lipid transport systems, and blood coagulability, 
to name a few. 

It is worthwhile to note that many of these 
should reasonably be under genetic control. Sup- 
port for this view can be found in both a specific 
and a general way. For example, Adlersberg has 
shown that even modest hypercholesterolemia 
will follow a familial pattern, and that.the genet- 
ic mechanism for this is in accordance with a 
gene which is dominant but incompletely pene- 
trant.1 Furthermore, the basic mechanism for 
setting normal or abnormal cholesterol levels in 
general is inborn, as judged from family and 
twin studies. More broadly, the reports of Ep- 
stein et al. indicate an ethnic difference in 
coronary heart disease between Jewish and Ital- 
ian males, the former being twice as frequently 
afflicted in those sampled.** The two racial 
groups seemed unusually comparable in other 
ways: occupation, socioeconomic status, diet, 
blood pressure levels, relative weights, and inci- 
dence of diabetes. This study also showed a high- 
er incidence of coronary disease among the Jews 
even when a “low serum cholesterol” Jewish 
group was compared to a “high serum cholesterol” 
Italian group. Here, then, is evidence that other 
inherited traits may also be determinant in the 
development of coronary disease. 

A common clinical observation is that coronary 
heart disease appears to plague some sibships 
and not others. Thomas and Cohen, in an evalua- 
tion of offspring with a mean age of around 55, 
showed that 21.2 per cent were afflicted with 
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coronary heart disease if both parents had been 
afflicted.* If neither parent had coronary heart 
disease, only 4.1 per cent of the offspring were 
affected. Where only one parent was positive, the — 
percentages for the offspring fell between these 
extremes. Further evidence for a familial factor 
is seen in Russek’s data wherein 67 per cent of 
100 young coronary patients had a heritage of 
one or both parents being affected by “cardio- 
vascular disease,” contrasted to 40 per cent of 
control patients.° 

Clearly, then, heredity is a factor of at least 
some importance in this illness. But this leaves 
much unsaid. We should like to know, for in- 
stance, whether there are not many specific 
traits which weaken or strengthen the tendency 
to coronary occlusion with myocardial infarction, 
and just what these traits are. As each factor 
is studied in etiology, it will be helpful to assess 
its genetic characteristics. Some inherited traits 
are amenable to environmental control ; and since 
those traits having to do with coronary artery 
disease appear to gain greater influence with 
advancing age, perhaps there are ways of fore- 
stalling clinical illness by accurately selecting 
susceptible persons early for prophylaxis of 
their inheritance. The preceding example of 
hypercholesterolemia being “incompletely pene- 
trant” speaks to this point; here is a genic excess 
that can be modified in many ways. 


Diet 


There is certainly ample evidence that proper 
dietary control can lower serum cholesterol. In 
addition, the presence of hypercholesterolemia as 
a factor in coronary artery disease is hard to 
ignore. Therefore, if one will accept a role for 
elevated cholesterol and/or other lipids in this 
illness, it is important to note that something 
can be done about it, even though genetic mech- 
anisms are operative. In other words, a familial 
tendency to hypercholesterolemia (and hence to 
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coronary artery disease?) can be counteracted by 
diet and other means. By restricting cholesterol 
intake, for example, it may be that the metabolic 
system(s) controlling circulating cholesterol will 
not be pushed beyond their capacity. 

Awaiting explanation is the frequent disparity 
between the extent of atherosclerosis found in the 
coronary vessels of a patient, and the presence 
or absence of myocardial infarction. This has 
led to the assumption that although the processes 
of atherosclerosis and myocardial infarction are 
related events, they are yet distinct; and one is 
left wondering why one individual dies of infarec- 
tion with coronary arteries that grossly appear 
superior to those of other autopsied cases with- 
out infarction. These two processes, sclerosis and 
infarction, are not segregated in the genetic 
studies reported, and obviously it would require 
much detailed autopsy data to do this. Such 
information might partially elucidate where the 
genic influences operate. Areas to be explored 
are the location of the atheromata; whether they 
are diffuse or patchy ; their tendency to vascular- 
ization; and how much sclerotic reaction the 
artery shows. The fact that a blood clot forms in 
a coronary artery might also be under some kind 
of genetic influence, and needs similar investiga- 
tion. 

In time, emphasis may shift to the study of 
those who are more or less immune ‘o the clinical 
manifestations of coronary artery disease. Con- 
ceivably, there is information here of a positive 
nature which could be simulated by appropriate 
therapy in the individual who lacks a favorable 
inheritance. 


Clinical application 


At present the physician is correct in viewing 
a positive family history of coronary heart dis- 
ease as a detrimental bias for his patient. The 
same statement applies to hypertension and 
diabetes, both predisposing to coronary heart 
disease in the progeny.‘ It is not possible, how- 


ever, to decide how strong the disposition is in 
an isolated case; this must await the develop- 
ment of specific clinical measurements that have 
been shown to have genetic consequence. Nor can 
precise mechanisms of transmission of this ill- 
ness be derived from present data. 

Recognizing these deficiencies in our knowl- 
edge, the physician must also avoid the as- 
sumption that a patient who has a negative 
family history is necessarily spared from coronary 
heart disease. In fact, current data on the 
genetics of this illness are so meager that any 
preventive measures that appear helpful, in- 
cluding diet, should be extended to all persons, 
regardless of their apparent heritage. We can- 
not really select those who will prove to be im- 
mune. 

Finally, the attention herein given to heredity 
in no way minimizes the importance of all the 
possible environmental factors in coronary heart 


‘disease. On the contrary, it is hoped that as 


individual hereditary elements are identified, 
they will also yield to exogenous control. 


While the Nutrition Committee of the Chicago Heart 
Association is sponsoring this article, the opinions ex- 
pressed are those of the author and do not necessarily 
represent the official view of the committee. 
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action you should take—choose the bolder. — W. J. Slim 
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Cook County Hospirai. 


Strangulating Obstruction 


Moderator : 

Ropert J. FREEARK, M.D. 

Director, Department of Surgical Education 
Discussants : 

Harotp LaurMan, M.D. 

Associate Professor of Surgery, Northwestern 
University Medical School; Attending Sur- 
geon, Passavant Memorial and Veterans 
Administration Research Hospitals 

Epwarp C. Saurzstern, M.D. 

Senior Resident in Surgery, Cook County 
Hospital 


Dr. Rosert J. FREEARK: Few problems in all 
of medicine remain as vexing and controversial 
as the subject we have chosen to pursue this 
morning. Few people are as qualified as our 
guest to undertake the discussion of this topic, 
for Dr. Harold Laufman has been closely iden- 
tified with the problem of strangulating obstruc- 
tion throughout much of his distinguished sur- 
gical career. A significant portion of what is 
known about the pathologic physiology of this 
condition is the result of his careful clinical and 
experimental observations. At the request of the 
American College of Surgeons, he and his asso- 
ciates have recently completed an educational 
motion picture dealing with this problem. It was 
our distinct pleasure to assist him in this endeav- 
or, and one of the cases depicted in the film 
was photographed by the resident staff here at 
County. 

Dr. Laufman has kindly consented to join 
us today and to project this film. As a former 
member of -our staff, he knows well the trials 
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and tribulations inherent in the management of 
patients who enter this institution. We have 
selected as the basis for discussion the case 
history of one of the patients seen in the film. 
The regrettable outcome in this case must serve 
as a grim reminder of the distressingly high 
mortality rate that continues to be associated 
with gangrenous bowel obstruction. 


Case history 


Dr. RALPH Bransky, surgical resident: A 
48 year old Negro woman was admitted to the 
hospital at 2 a.m. on April 28, 1960, with 
complaints of constant pain for three hours in 
an umbilical hernia. Several episodes of bile- 
stained emesis had occurred since the onset of 
pain. The hernia had been present for 12 years 
and had first appeared after the birth of a child. 
It had never been symptomatic previously, and 
the present complaints were provoked by a 
coughing spell. The remainder of the medical 
history was noncontributory. ; 

Physical examination revealed an obese short 
woman with considerable pain over the hernia. 
Her blood pressure was 140/100 mm. Hg, pulse 
80 per minute, temperature 98 F., and respira- 
tions 20 per minute. A grapefruit-sized mass in 
the region of the umbilicus was tender and dis- 
colored, and efforts at reduction were unsuccess- 
ful. There was mild distention, and the bowel 
sounds were hypoactive. 

The positive urinary findings on admission 
were a 3 plus albuminuria and specific gravity 
1.005. The hematocrit was 41 per cent, WBC 
9,000. 
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Seven hours after the onset of illness and four 
hours after admission to the hospital, surgery 
was performed through an infraumbilical in- 
cision, with excision of the sac and closure of 
the fascial ring using interrupted wire sutures. 
The hernial contents were considered to be 
viable and were replaced in the abdominal cavity. 
A drain was placed at the edge of the wound 
down to the fascial closure to prevent sub- 
cutaneous fluid collections. Initially the patient 
appeared satisfactory but by nine hours after 
surgery she had developed a temperature of 106 
F. rectally, pulse 136 per minute, and respirations 
36 per minute. Her blood pressure was 150/90 
mm. Hg. She was quite obviously in a desperate 
condition, and copious amounts of dark sero- 
sanguinous drainage were observed, exuding 
from the drain in the wound. Approximately 11 
hours after the first operation the patient was 
returned to surgery where the primary wound 


was opened under local anesthesia and nine feet 


of gangrenous small bowel were identified. The 
necrotic bowel extended almost to the ileocecal 
valve so that resection was undertaken with 
closure of the distal ileum and continuity re- 
stored by ileotransverse colostomy. 

The condition of the patient following this 
procedure remained poor. She was treated with 
plasma, whole blood, fluids, Levine suction 
antibiotics, and hydrocortisone. She had in- 
termittent coffee-ground emesis or drainage per 
Levine tube. Melena started on April 29. 
Hydrocortisone, which was instituted because of 
intractable hypotension, was stopped by May 2, 
but intermittent upper gastrointestinal bleeding 
persisted. Her course was further complicated by 
the development of bilateral basilar pneumonitis. 
By May 4 upper gastrointestinal bleeding became 
more vigorous, and she required two more units 
of blood. Conservative measures failed to arrest 
blood loss, but attempts to prepare the patient 
for re-exploration for gastrointestinal bleeding 
failed, and she died on the evening of May 6 
after a hospital stay of nine days. 


Dr. FreearK: I shall withhold the post- 
mortem findings until we have had a chance to 
review the clinical course. Dr. Laufman, will you 
give us your impressions on this case? 


Dr. Harotp Laurman: I think we should 
proceed immediately to the film because it will 
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introduce the subject, and I believe we can take 
up some of the individual points later. 

(Movie shown here with comments as follows.) 

Strangulating obstruction of the intestine is 
an intriguing condition from a clinical and ex- 
perimental point of view. It stands as a 
diagnostic challenge in every case of intestinal 
obstruction because, if it is not recognized, undue 
delay may prove disastrous. Once it is recognized, 
the judgment used in preoperative, operative, 
and postoperative management must be guided 
by what is known about the pathologic physiology 
of the strangulating lesion. Errors in judgment 
are largely responsible for the high mortality 
rate. 

Strangulating obstruction remains something 
of an enigma for those who seek to clarify the 
factors responsible for death, but much has been 
done experimentally so that today the mortality 
of strangulating obstruction need not be higher 
than that following other acute intra-abdominal 
lesions. 

The diagnosis of strangulating obstruction is 
justified whenever intestinal obstruction is com- 
plicated by compromise of the blood supply. For 
many years it has been known that the cause of 
death is not the same in all cases, although 
certain pathologic features are common to all. 
Regardless of the type, the survival of the 
patient is inseparably dependent upon a prompt 
and effective surgical attack. There is little doubt 
that the judicious use of antibiotics has con- 
tributed to the success of surgical management 
and represents a more recent advance in the 
management of this problem. 

Examination of the available clinical and ex- 
perimental data indicates three major sources 
of error in the surgical management of 
strangulating obstruction, correction of which 
could lower the mortality rate. These are (1) 
undue procrastination in performing surgery, 
(2) reluctance to resect bowel of questionable 
viability, and (3) inadequate or improper use of 
blood, plasma, and electrolyte solutions. In the 
film you are about to see, an attempt is made 
to demonstrate these points by means of clinical, 
experimental, and graphic material. 


The commonest type of strangulated hernia is 
the external inguinal variety which results in a 
loop strangulation. Internal hernias are more 
difficult to diagnose. One type occurs in the 
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various recesses about the duodenum and are 
called paraduodenal hernias. A_ particularly 
treacherous variety of hernia is the Richter’s 
type, in which only a portion of the bowel wall 
is trapped in the hernial sac. Not only is the 
obstruction often incomplete but the entrapped 
wall may rapidly undergo infarction and 
secondary rupture. In any process impairing the 
venous or arterial circulation to the bowel wall, 
bacteria rapidly permeate this barrier, and 
necrosis eventually occurs in the wall. On 
histologic study of experimental obstruction, after 
only one hour, disintegration and rupture of the 
mural structures occur. The tension built up 
within such a loop mounts rapidly, and the only 
treatment is resection. 

The next series depicts the accumulation of 
bacteria at the area of weakness and the rapid 
progress of bacteria through the intestinal wall. 
These events begin when intraluminal pressures 
exceed the venous pressure in the involved loop 
of intestine. Very early there is dilatation of 
the lymphatics within the mucosal area carrying 
bacteria into the mural structures long before 
the bowel loses its viability. 

The blood vessels of the mesentery are in- 
teresting. As the venous blood pressure mounts, 
there is dilatation of the veins and rupture of 
some of the small veins. The microscopic appear- 
ance of blood vessels in the mesentery shows that 
if the vein is dilated, the artery goes into com- 
pensatory spasm. With release of such a stragu- 
lation the artery remains in residual spasm for 
a variable period of time, a factor of some im- 
portance in the recoverability of bowel. 

The peritoneal fluid has been the subject of 
considerable investigation. Early the fluid con- 
tains no blood and few bacteria. In 30 minutes 
the intraperitoneal fluid is more cloudy and 
blood-tinged. After 45 minutes the mesentery 
becomes infiltrated with blood and fluid and is 
thickened and rubbery. On histologic study the 
bowel is still quite viable, although the wall 
is thickened and fluid is beginning to accumulate 
there. The blood infiltrates the mucosal 
structures first and later involves the submucosa. 
At 45 minutes the intraperitoneal fluid contains 
more blood and is contaminated with bacteria. 
It contains fibrin, and clots readily. 

Early in the course of  strangulating 
obstruction, hyperperistalsis is observed in the 
involved loops. This is a response of the bowel 
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wall to anoxia. After one hour the hyperperistal- 
sis has diminished to some extent. The mesentery 
can be seen to be more involved than the bowel 
loop, and there is greater infiltration of the blood 
in the mural structures. At 90 minutes the 
mucosal structures lose all semblance of viability 
and become extremely blood- and fluid-soaked 
and quite contaminated, and yet there is some 
peristalsis present. Strangulated bowel which 
has undergone slow strangulation at first and 
then rapid strangulation leads to a degree of 
destruction of tissue more extreme than occurs 
with rapid strangulation alone. 


If one cultures the mesenteric venous blood at 


intervals, one can find that these vessels contain 
a large number of bacteria. Culture of the 
mesenteric venous blood at 45 minutes of 
strangulation reveals beginning accumulation of 
bacterial growth; at 90 minutes there is heavy 
growth of bacteria, and five minutes after re- 
lease of the strangulation the bacteria are 
washed out into the portal circulation. This may 
account to some extent for the occurrence of 
shock after release of a strangulated segment. 

This problem of shock in  strangulating 
obstruction is not an easy one to resolve. One 
must constantly keep in mind the nature and 
magnitude of fluid losses that occur in the in- 
volved loops. Where the segments of bowel are 
long, the loss of blood and plasma into the 
tissues as seen under the microscope are not in- 
considerable. In addition, blood and plasma is 
lost into the free peritoneal cavity or hernial 
sac and rapidly becomes contaminated with 
bacteria. The replacement of blood and plasma 
is essential to the rehabilitation of the patient 
for surgery. Loss of effective circulating blood 
volume is further diminished by the bacterial 
and endotoxin invasion as well as by the fluids 
and electrolytes lost in the vomitus or into loops 
of paralyzed bowel. 


The clinical picture in strangulating ob- 
struction is a highly variable one. Often the 
suddenness with which it begins and progresses 
in some patients does not suggest intestinal ob- 
struction. In others, the classic symptoms 
— obstipation, distention, vomiting, and inter- 
mittent cramping abdominal pain encountered in 
uncomplicated or simple obstruction — progress 
in a very subtle fashion to a picture of 
peritonitis and circulatory collapse. In the latter 
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instance a very important clue is the persistence 
of pain between cramps usually perceived in the 
periumbilical area or in the lumbar region 
posteriorly. 

X-ray study in these patients may or may not 
be rewarding. Usually the routine abdominal 
views reflect a picture of mechanical obstruction 
with loops of dilated proximal bowel containing 
air and fluid with little air demonstrable in the 
colon distal to the point of obstruction. Oc- 
casionally, the scout film may show a large 
area of increased density which represents fluid- 
filled loops of strangulated bowel and has been 
called a “pseudotumor.” 


At the time of surgery innumerable problems 
may arise. In long loop obstructions there is 
occasionally difficulty in determining accurately 
between viable and nonviable bowel. There may 
be only a gradual transition, and it is occasion- 


ally necessary to resect at even greater distances 


in an attempt to obtain bowel of scenes 
viability. 

In short loop obstructions such as occur in 
femoral hernia, the site of the constriction ring 
requires careful assessment. A narrow band of 
necrosis may exist through which bacteria may 
permeate and lead to peritonitis. Even if peri- 
tonitis or intestinal perforation does not occur 
after return of the intestine to the abdominal 
cavity, adhesions may be marked, and a secondary 
or delayed obstruction may result. 

Another complication following release of 
what appears to be viable bowel is propagation 
of thrombi in the mesenteric veins leading to de- 
layed gangrene several hours after surgery. This 
is apparently what occurred in the patient whose 
history was presented earlier. At the second 
operation one sees a long loop of obviously black 
bowel. The resected specimen showed the severe 
involvement 11 hours after replacement of 
apparently viable intestine into the peritoneal 
cavity. Such a course is typical of progressive 
mesenteric thrombosis in the veins of involved 
loops. Careful assessment of these mesenteric 
vessels is essential even though the intestine 
which they nourish appears healthy. Long loops 
of this intestine at times must be resected in 
order to avoid this delayed vascular accident. 


Dr. FreearK: That was a magnificent pres- 
entation of what is obviously a very difficult 
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subject. The patient depicted in the movie is the 
case history outlined in the protocol. I would 
point out that a very capable resident handled 
the case initially and his ability to assess viable 
bowel I believe is excellent. This would in- 
dicate, as Dr. Laufman pointed out, that pro- 
gressive changes may occur some time after the 
bowel is adjudged viable and returned to the 
abdominal cavity. 

A second point concerns the fluid losses both 
into the infarcted and obstructed intestine as 
well as into the free peritoneal cavity. We have 
already described the copious amounts of fluid 
that poured from this wound both before and 
during the second operation. A hematocrit was 
obtained on this bloody fluid and was shown to 
be 7 per cent. Its protein content, however, was 
exactly that of plasma, about 7.5 Gm./100 ml. 
You can readily understand the great concern 
and current emphasis upon adequate replace- 
ment of fluids and plasma in such patients. This 
fluid gushed forth in unbelievable quantities from 
the abdominal cavity. 


Dr. LaurMAN: There are several additional 
clinical points I would like to emphasize. Let us 
first consider the patient without a palpable ex- 
ternal hernia who has signs of intestinal ob- 
struction. It now behooves you to discover 
whether there is impending or actual strangu- 
lating obstruction or merely simple obstruction. 
The only fairly reliable sign that I know of — 
and the one this is virtually uniformly true — 
is persistence of pain between cramps. This is 
in contrast to the patient with simple ob- 
struction who has a severe cramp and distention 
but no great discomfort until the next cramp 
comes along. In strangulating obstruction there 
is intense pain that persists. In a person 
with a long loop obstruction, particularly 
when there is mesenteric vascular occlusion, the 
abdomen is not too distended and not too tense. 
It may be doughy but is usually very tender. 

Another sign is the white count which may 
rise to levels way out of proportion to the 
clinical appearance of the patient. A count that 
goes to 20,000 is not net of the picture of 
simple obstruction. 

If, however, one deals with a patient who has 
obstruction and a palpable hernia on the. out- 
side, one deals with a situation in which there 
should be no delay. Strictly speaking, there 
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should be no great delay in patients with in- 
ternal hernias either. I would disagree with 
some surgeons who say that they prefer 24 hours 
of good nonoperative management, and that if 
the patient does not get better in that time, 
then it is time to operate. I do not subscribe to 
that. I say that a patient who has out-and-out 
signs of mechanical obstruction and who can 
be brought into satisfactory condition for 
surgery, should be operated upon promptly. One 
possible exception is the patient with the re- 
current obstruction who has a belly full of ad- 
hesions and has been operated upon before and 
has an obstruction again. That patient may 
often best be treated conservatively. 

These are variations on the main theme. One 
cannot generalize altogether. If one is confronted 
with a patient — and I do not care how many 
laparotomies he has had — if that patient has 
pain between cramps, I think surgery should be 
contemplated very soon. 

One of the problems with our entire manage- 
ment, and one of the problems that occurred in 
this patient whose history you heard, is our in- 
ability to judge blood volume. We have installed 
recently at Passavant Memorial Hospital a new 
machine, the Volemetron, which gives blood- 
volume determinations in six minutes. We knew 
from our work on animals that the amount of 
blood and fluid lost in patients with strangulat- 
ing obstruction was great, but we had no 
measurement of this in humans. A patient with 
a loop strangulation such as the last patient, 
with six to eight feet of bowel that has been 
strangulated over a period of seven hours, might 
well lose 60 per cent of his circulating blood 
volume. That may seem unbelievable, but it is 
true. You do not realize these things until you 
measure them, so that clinical assessment of 
blood volume is not too easy when you are 
forced to rely upon indirect measurements of 
blood pressure, pulse, hematocrit, and urinary 
output. 

The use of cortisone seems ill-advised in these 
cases. Its role in severe shock has not yet been 
defined, but I believe this patient probably died 
of cortisone-activated bleeding; and I would not 
use it because of this ever present danger. 
Blood, plasma, fluid, and electrolyte deficits, 
circulating bacteria, and their endotoxins 
adequately account for shock, and it is un- 
necessary to assume adrenal cortical insufficiency. 
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Now I have a few slides I should like to show. 
They will show a loop of bowel of questionable 
viability that was almost returned to the peritone- 
al cavity until the base of the mesentery was 
studied and thrombi were found in the veins. 
(Slide) Here is a loop of pretty good looking 
bowel. This was a long loop strangulation. You 
find a few dusky spots in the serosa, but it does 
not look too bad, and one would be tempted to 
sit this out, particularly since the involved area 
was several feet long. Here is how it looked 
after it was released. (Slide) At the base of the 
mesentery, we see thrombi. We immediately 


resected this bowel because we did not want to ° 


risk the occurrence of progressive venous 
thrombosis. 


Dr. FreearK: Dr. Edward Saltzstein, one of 
our senior residents, and Dr. William Marshall, 
formerly of our resident staff, have put in many 
long hours reviewing the records of Cook County 
Hospital concerning our experiences with stran- 
gulating obstruction. At this point I would like 
to have Dr. Saltzstein present some of this in- 
formation. 


Dr. Saurzstein: An occasional case of 
gangrenous bowel obstruction has been noted 
here in which dramatic response of a previously 
intractable shock-like state has accompanied 
clamping of the segment or excluding it from 
the circulation. It has been this occasional oc- 
currence which led us to review cases of 
gangrenous bowel obstruction at this institution. 
We were unable to prove any statistical cor- 
relation between clamping of intestine and a 
response to shock, and we were unable to draw 
any conclusions as to the presence of an endotoxin 
active in human gangrenous bowel obstruction. 
However, several interesting facts did evolve. 

We reviewed 100 cases of gangrenous bowel 
obstruction encountered during a period from 
Jan. 1, 1955, to Jan. 1, 1960. This was a selected 
series in which the pathologic interpretation of 
resected specimens were unequivocally hemor- 
rhagic infarction of bowel. All cases of clinically 
or pathologically questionable viable bowel were 
excluded, as were cases in which other gastro- 
intestinal problems were prominent, e.g., gan- 
grenous colitis. Also excluded were newborns, and 
cases in which the clinical record was inadequate 
or incomplete. 
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The 100 cases include 36 of adhesive small 
bowel obstruction, with a mortality of approx- 
imately 30 per cent and 45 cases of external 
hernia with a mortality of about 50 percent. The 
over-all mortality for the 100 cases was 41 per 
cent. All these figures are higher than most 
reported series, and we believe this is related to 
the selection of cases. 

Particularly impressive was the incidence of 
shock in the 100 cases. While difficult to define, 
we arbitrarily determined three groups, i.e., un- 
compensated shock, compensated shock, and no 
shock, as follows: Patients in uncompensated 
shock exhibited a pulse greater than 100 per 
minute, and a blood pressure less than 100/60. 
In compensated shock, the blood jressure was 
greater than 100/60 with a rapid pulse. Patients 
not in shock had a blood pressure greater than 
100/60 and a pulse rate less than 100 per min- 
ute. There were sixteen patients in uncompensat- 
ed shock, and none of them could be adequately 
resuscitated preoperatively with fluid and elec- 
trolyte therapy. Approximately one half of the 
patients were not in shock preoperatively, em- 
phasizing the fact that vital signs are an un- 
reliable criterion for evaluation of the presence 
or absence of gangrenous bowel. The patients in 
uncompensated shock had a mortality of about 
two times those not in shock. 

Among the three groups we found a signfi- 
cantly higher mortality over the age of 60, 
whether or not the patient was in shock. 

Patients were also studied with reference to 
the time interval between admission and surgery ; 
we chose the time of admission to the hospital 
as being more constant than the onset of symp- 
toms, primarily because of the unreliability of 
the history. Mortality rates were appreciably 
lower if the patients were operated upon six and 
especially four hours after admission. Also noted 
was a rather constant mortality for each shock 
group after six hours and up to 48 hours. How- 
ever, for any particular time interval between 
six and 48 hours, those in shock had a signifi- 
cantly higher mortality than those not in shock. 
Therefore, we feel that prolonged conservative 
management of the gangrenous bowel obstruction 
is not productive of higher mortality rates unless 
shock supervenes. 

The next set of statistics relates to the amount 
of bowel resected. There is an increased mortality 
rate with an increased amount of bowel removed. 
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In this group we noted that the presence or 
absence of shock did not affect mortality rates 
as directly as in the previous statistics. 

The last group of statistics deals with the 
hematocrit. In this group we found that the 
hematocrit was not related to prognosis. Thus, a 
patient with a high hematocrit had the same 
chance of surviving as one with a low hematocrit. 
The value of a hematocrit lay in directing the 
course of fluid and electrolyte replacement. 

Dr. Freeark: A statistical and detailed anal- 
ysis of this material is still in preparation, but 
upon its completion, I believe it will be a real 
contribution to the surgical literature. The re- 
wards to the authors personally are even greater 
because they gained in insight and knowledge 
of this problem. They have served to emphasize 
again the alarming mortality rate in these cases 
as well as the ominous significance of a shocklike 
state and the difficulties in assessing what is 


responsible for it. 


Dr. Laufman,will you discuss the problem of 
shock in strangulating obstruction? In our 
experience it does not relate to the length of 
segment of intestines that is infarcted. What 
about endotoxic shock? Is the endotoxin the 
mysterious factor responsible for some cases of 
circulatory collapse? 


Dr. Harotp Hatey: (associate attending 
surgeon) Suppose you have a patient with a 
grapefruit-sized, discolored mass in the region 
of the umbilicus which is tender. What would 
you recommend in this patient if efforts at non- 
operative reduction had been successful, or if, 
as we occasionally see, the mass of this type 
reduces spontaneously. What would be your next 
step? 


Dr. LavrmMan: I think it is one of the 
unknown factors. Shock can come from several 
sources. We know this from clinical experiences 
substantiated by laboratory work. Extreme dis- 
tention can cause shock. In most cases it is the 
result of loss of fluids and blood. It may, how- 
ever, be due to absorption of toxins, but we are 
firmly convinced that bacteria alone are not as 
great a hazard as bacteria plus dead or dying 
tissue. There is some enzymatic reaction that 
oceurs, and it occurs out of all proportion to 
the simple addition of bacteria or dead tissue 
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alone. I think this never could be shown statis- 
tically unless one could have a series large 
enough to distinguish between the numerous 
causes of shock. In practice, we have to do the 
one thing we can do: relieve obstruction, take 
out dead tissue, fight bacteria, and reconstitute 
blood volume. 

Dr. FREEARK: As Dr. Saltzstein indicated, we 
have occasionally observed dramatic instances in 
which sudden clamping of the mesentery of the 
involved intestine was associated with rapid con- 
trol of previously intractable shock. Just get- 
ting that loop of bowel out of the abdomen 
appears to reverse the shock state. 

Dr. LaurMAN: I believe these situations are 
often overdramatized. By the time the clamp 
is put on there has been blood replacement and 
stabilization of physiologic data, and the patient 
is in better condition. However, I also believe 
that occasionally there will be rather sudden 
improvement with the clamping of the mesentery 
and removal of gangrenous bowel. This would 
point up the absorption of toxins as one of the 
factors in shock. 

Dr. LaurMAN: The critical point is the fact 
that the mass is discolored. If this is present, 
then I would not attempt manipulative reduc- 
tion. If it is a strangulated hernia, it will not 
reduce with manipulation that is gentle. If it 
should reduce with gentle taxis or spontaneously, 
the patient had better be operated upon, under 
local anesthesia if need be. If there is any ev- 
idence of discoloration under the skin in such 
a hernia, no attempt at reduction should be 
made because discoloration means there is bloody 
fluid in the sac, and this suggests strangulation. 


Dr. R. C. Gries, (attending surgeon): Are 
radioactive isotopes of value in assessing the 
viability of injured intestine ? 


Dr. LaurMan: I would say no. You recall 
that many years ago we went through tests for 
viability and came up with surface temperature 
determinations as a reliable guide to healthy 
bowel. We now believe that any extraordinary 
time consumed at the operating table to await 
the return of viability is perhaps not wise. I 
would not apply anything fancy like fluorecein 
or radioactive isotopes, because the loss of time 
these tests entail endangers the patient’s life. 
The important question is How does this bowel 
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look after it is released. If it is dusky and spotty 
and the blood vessels contain clots and the mesen- 
tery is bloodshot, I would take it out. We know 
now that if there-is the least doubt of viability, 
it is better to undertake resection than to lean 
toward the “conservative” side. Then at least 
you won’t have to worry about whether that 
bowel is going to turn dark a short time after 
the abdomen is closed. In good surgical hands, 
as resection is practiced today, it is not a very 
risky operation. 


QuEsTION: Suppose you have a patient with 


intestinal obstruction who is in shock. You 
obviously do not want to operate until he is out 
of shock; yet heroic efforts have not succeeded 
in restoring his vital signs. What is your manage- 
ment ? 


Dr. LaurmMaNn: I would treat him as rapidly 
and intensively as possible. We cannot wait for- 
ever because the condition tends to become ir- 
reversible, but if after giving blood and fluids 
and antibiotics and intestinal decompression, we 
still do not have the patient in suitable condition 
for surgery, one must decide whether to let the 
patient die without surgery or operate under local 
anesthesia in an attempt to better the patient’s 
condition by releasing the obstruction and re- 
moving the offending lesion. I would choose the 
latter course. 


QvEsTION: How long would you pursue this 
intensive preoperative treatment ? 


Dr. LAuFMAN: It is not easy to generalize. It 
depends upon what I have done and how the 
patient has responded. If the circulating blood 
volume is extremely low and I have replaced 
everything I thought he needed, and the patient 
just does not respond — this may take four 
to six hours — I would operate, if need 
be under local anesthesia. You cannot re- 
place 2,000 ce. too fast. It takes an hour or two 
at least. If you replace it too fast you can kill 
the patient. Furthermore, it takes some time to 
be sure your diagnosis is right. The patient may 
have had a coronary after he became obstructed, 
and this may be a factor in his shock. It depends 
upon what you are dealing with — both the 
general condition of the patient and the severity 
of his problem. 
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Dr. Rozert J. Baker: Have you had occasion 
to make bacterial studies of mesenteric venous 
blood in man as you have in the dog ? 


Dr. LaurMan: No, we have not documented 
that in man. 


Dr. FreearK: The autopsy study on the 
patient presented was not particularly revealing. 
The remaining intestine appeared viable, and all 
anastomoses were patent and intact. A satisfac- 
tory site or explanation for the upper gastro- 
intestinal bleeding was not demonstrable. No 
definite peptic ulcerations were identified, . and 
the cause of death appeared to rest with a 
combination of factors which included anemia, 
pneumonia, and the innumerable residual effects 
of a prolonged shock-like state. 

We are indebted to you Dr. Laufman for this 


fine movie and presentation on one of the more 


puzzling problems in surgery. 


Summary and conclusions 


1. Interference with the blood supply of a seg- 
ment of intestine accounts in large measure 
for the continued high mortality rate of 
intestinal obstruction. This interference may 
result from primary disease of the vessels, 
e.g., mesenteric thrombosis; primary disease 
of the bowel wall, e.g., regional ileitis ; or more 
commonly a combination of factors encoun- 
tered in incarcerated hernia. 

2. Strangulation rarely occurs in large bowel 
obstruction except in volvulus. In contrast, 
strangulation is a constant hazard in all small 
bowel obstructions. While incarcerated hernias 
account for the majority of such cases, their 
prompt recognition usually facilitates defin- 
itive care. 

3. It is in cases in which the diagnosis of intes- 
tinal obstruction is in doubt or those obstruc- 
tions in which nonoperative management is 
elected, that pose the greatest threat of 
strangulation. 


4. The presence of strangulation should be sus- 


pected in: 

a. Any patient with abdominal laparotomy 
scars and the sudden and dramatic onset 
of abdominal pain. 


6, 


b. Any patient with bowel obstruction in 
whom : 


1. The pain pattern becomes constant 
2. Pain radiates to the area of the lumbar 
spine 
3. Abdominal tenderness develops partic- 
ularly with “rebound” 
4. Hematocrit above 50%, temperature 
over 101 F., pulse over 100 
5. Bowel sounds become infrequent or 
are absent 
6. Localized tenderness develops 
7. A boggy tender mass becomes palpable 
8. A shock state supervenes 
None of the above are consistent with the 
diagnosis of uncomplicated or simple intes- 
tinal obstruction. 


. Reliance upon the laboratory diagnosis of 


strangulating obstruction is the surest way 
to invite disaster. It is important to remember 
that in close to one third of all cases of 
strangulating obstruction, the routine views 
of the abdomen are interpreted as normal. In 
the cases in which you need it the most, x-ray 
study offers the least. 

The development of a shock-like state asso- 
ciated with intestinal obstruction is an om- 
inous sign of controversial origin. Clinical 
shock may result from simple obstruction as 
a result of dehydration, specific electrolyte 
disturbances, or the sequelae of marked 
abdominal distention. Its early and more fre- 
quent (50%) occurrence in strangulating 
obstruction is felt to be on the basis of a toxin 
of bacterial origin elaborated by the involved 
intestine and gaining access to the systemic 
circulation by transperitoneal absorption. 


. While a short period of nonoperative manage- 


ment may be indicated for intestinal obstruc- 
tions resulting from previous laparotomies, 
persistence in this treatment beyond 24 hours 
or its application to other forms of obstruc- 
tion invites strangulation and quadrupled 
mortality rates. 


. “In acute abdominal emergencies the dif- 


ferences between the best and the worst sur- 
gery is infinitely less than that between early 
and late surgery, and the greatest sacrifice is 
the sacrifice of time.” H. Ogilvie 
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Preauricular and 


Cervical Cutaneous Appendages 


WaLtteR W. SILBERMAN, M.D.,* Chicago 


ANY PARENTS are concerned when their 
children develop preauricular or cervical 
skin tags. Gross' and Lederer,”* authors of vast 
clinical experience, recommend sharp excision 
for those lesions large enough to warrant treat- 
ment. Many physicians, however, still resort to 
the expedient of ligating the pedicle, and await 
the subsequent necrosis and slough. This pro- 
cedure is to be discouraged for the following 
reasons : 
1. Danger of incomplete removal 
2. Compromise of cosmetic effect 
3. Existence of unexpected conditions 


Incomplete removal 


It is beyond the scope of this article to enter 
the controversy tracing the embryology of these 
structures. The available literature has been re- 
viewed exhaustively by Miller.* The consensus 
is that these tags, in common with branchiogenic 
cysts, sinuses, and fistulae, are branchial rem- 
nants related to the first and second arches. 
Complete excision rests on understanding that 
certain elements may extend into the sub- 
cutaneous tissues. Preauricular tags are so com- 
mon, they are seldom totaled in series of 
branchial arch abnormalities. Most are not as- 
sociated with cartilage or sinus. Many do contain 
cartilaginous elements which project to varying 
depths beneath the skin. Cervical tags, often 
called cervical auricles, are far less common. They 
are more prone to deeper attachment in proximity 
with the sternocleidomastoid muscle and, rarely, 
the carotid sheath. Association with cervical 
branchiogenic fistulae has been reported.® The 
possibilities of infection, chronic drainage, and 
poor scar resulting from inadequate surgery are 
self-evident. 

Case 1. R.B.M. 7873 USAF Hosp. 24976 

A 5 day old white boy entered the hospital 
with a freely movable 3 cm., projection overly- 


*Formerly Captain, USAF, MC 
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ing the anterior border of the left sternocleido- 
mastoid muscle, about 3 cm. from the suprastern- 
al notch. It was excised under local anesthesia. 
The central core extended 5 mm. deep and ap- 
peared to be composed of cartilage. The path- — 
ologist’s report stated “. . . irregular, ovoid firm 
tissue consisting of skin and subcutaneous 
tissue. No cartilage was seen on cut section.” 
Figure 1,* adapted from Gross, illustrates this 
type of pedunculated lesion. 

Case 2. M.R. 73873 USAF Hosp., 27316 

Because his playmates teased him about his 
“wart,” this 6 year old white boy was brought 
to the surgical clinic. He presented a 3 mm. pro- 
jection along the anterior border of the lower 
third of the right sternocleidomastoid muscle. 
It did not move with swallowing or enlarge 
when a Valsalva maneuver was performed. At 
times it appeared more prominent and turgid. 
Under general endotracheal anesthesia, a trans- 
versely directed skin ellipse centering at the 
lesion was deepened to 4 cm. It followed a fibrous 
cord between the sternocleidomastoid and strap 
muscles, ending in irregular, firm tissue. Pa- 
thology was consistent with branchial arch rest. 
The report concluded, “. . . only unremarkable 
cartilage is abnormally seen. No cyst or sinus is 
present.” Figure 2 shows the preoperative 
appearance. 


Cosmetic result 


Surgical excision enables the physician to 
strive directly for a planned hairline scar. For, 
although symptoms of foul taste and upward 
movement on deglutition have been recorded, 
most authors describe the obvious facial or 
cervical deformity as the presenting complaint 
and leading indication for surgery.* 

Case 3. B.W. 7373 USAF Hosp., 26142 

A 4 day old Negro girl had a stalked pro- 
jection arising in the preauricular area 5 mm. 
cephalad and 8 mm. anterior to the right tragus. 
The lesion was sharply excised. Presence of carti- 
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lage jutting 5 mm. deep was confirmed by the pa- 
thologist. Figure 3,* adapted from Gross 
demonstrates this type of anomaly. 

Case 4. L.T.S. 7373 USAF Hosp., 21260-OP 

A 25 year old white woman had had a pre- 
auricular tag ligated during her neonatal period. 
Figure 4 demonstrates the unfavorable cosmetic 
appearance. There is a prominent, irregular, 
cartilaginous residual beneath the wide cicatrix. 


Unexpected conditions 


The diagnosis of branchial arch remnant is 
made by recognizing the gross lesion. There are 
very few conditions to consider in the differential 
diagnosis. An occasional surprise diagnosis may 
be made by the pathologist. 

Case 5. R.J.P. 7378 USAF Hosp., 28960-OP 

An 11 year old white boy presented a con- 
spicuous 4 mm. projection just anterior to his 
right tragus, present since birth. It was el- 
liptically excised under local anesthesia. The 
pathology report returned the diagnosis of “Hair 
follicle nevus.” Figure 6 is a preoperative view 
of this case. Note the similarity to the branchio- 
genic remnant of Figure 5. 

It is agreed that nevi should not be ligated. 
Beven® states that he has seen a number of 
carcinomata which have been primary in 
branchial cleft cysts or cell rests. He presents 
two case histories. Roeder’ also reports a case of 
malignant degeneration of a branchial remnant 
with survival 5 years after a radical neck dis- 
section. Fried*® presents two cases of sterno- 
clavicular branchioma which he believed arose in 
embryonic rests. These involved the brachial 
plexus, producing pain and finally death. One is 


*Figures 1 and 3 reproduced from Gross’ with per- 
mission of author and publisher. 


he art of conversation is to be prompt without being stubborn; to refute without 
argument, and to clothe great matters in a motley garb. — Disraeli 
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not startled to discover rare reports of malignant 
change in branchial remnants. Primary 
branchiogenic carcinoma is a recognized though 
heatedly debated entity. The proportionate risk 
of malignancy arising in preauricular or cervical 
cutaneous appendages is too remote to be con- 
sidered a primary indication for surgery. 


Conclusion 


Surgical exision is the only treatment recom- 
mended for conspicuous preauricular and cervical 
cutaneous appendages. 


Summary 


1. The branchiogenic origin of commonly 
observed preauricular and cervical cutaneous 
appendages is presented. 

2. Surgical excision as the method of treat- 
ment for conspicuous anomalies is supported. 

3. Illustrative cases are presented. 
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Evaluation of a Rapid Method 


For Blood Glucose Determination* 


Howarp 8. TratsMAN, M. D., and Atvan L. Newcoms, M.D.,* Chicago 


AND ASSOCIATES’ reported a rapid 

method for the determination of blood glu- 
cose utilizing a paper impregnated with the glu- 
cose oxidase enzyme. In 218 instances we have 
used this test paper and compared the reading 
with simultaneously drawn “true” blood glucose 
levels in patients with juvenile diabetes mellitus. 
Our results are herein reported. 


Methods 


The test filter paper} is impregnated with the 
catalyzing enzyme glucose oxidase and a color 
indicator. It is packaged in tape form similar 
to that of Tes-Tape.® There are about 50 tests 
per dispenser. The test is specific for glucose, as 
other reducing substances will not react with the 
tape. The manufacturer’s directions for use are 
as follows: 

“1. Withdraw approximately 114 inches of 

tape from dispenser by pulling down. 

2. Tear tape by pulling up against cutting 
edge. 

3. Dip tip of tape in blood specimen or col- 
lect a drop or two of blood on end of 
tape. The blood may be fresh finger-tip 
blood, fresh drawn venous blood, or hepar- 
inized, oxalated or citrated blood. The 
blood specimen should not contain fluo- 
ride. 

4, Gently brush excess blood off on to tissue 


paper. 


*From The Children’s Memorial Hospital and Otho 
S. A. Sprague Memorial Laboratory; department of 
pediatrics, Northwestern University Medical School; 
and Evanston Hospital Association. 

+Kindly supplied by Dr. W. R. Kirtley, Eli Lilly & 
Company, Indianapolis. This test filter paper is available 
only on an experimental basis. 
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5. Wait three (3) minutes and compare wet 
portion with color chart by placing the 
tape on white area immediately below the 
color chart.” 

A color chart corresponding to blood glucose 
readings of 50, 125, 250, and 350 mg. per 100 
mil. is used. 

Blood glucose readings were made with the 
test filter paper utilizing one drop of venous or 
finger-tip blood. Various house staff members 
were instructed in the use of the test paper and 
recorded their readings. At the same time “true” 
blood sugar was being determined on venous or 
finger blood by the Somogyi-Nelson method 
(normal 60-95 mg. per 100 ml.)*. The determi- 
nations were made by two or more full-time tech- 
nicians in the biochemistry laboratories from 
whence this paper originates. No attempt was 
made to read the tape between the standard col- 
ors that correspond to 50, 125, 250, and 350 mg. 
per 100 ml., respectively. 


Results 

The blood test paper utilizes a color range 
from 50 to 350 mg. per 100 ml. There is no 
change in color if the blood glucose is below 50 
and a slight increase in color if the blood glu- 
cose is above 350 mg. per 100 ml. It is our clini- 
cal experience, as well as that of the house staff, 
even if unfamiliar with the paper, that one can 
rapidly determine if the patient’s blood glucose 
level is low or elevated. However, it is in the 
middle ranges where the greatest error appears to 
exist. Repeated use of the tape allows one to 
make more accurate readings in the middle 
ranges of the color scale at 125 and 250 mg. per 
100 ml. Table 1 is a summary of the statistical 
analysis, comparing the blood test paper to the 
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determination of blood glucose by the Somogyi- 
Nelson method. Since one variable (blood test 
paper) is not continuous, but discrete, correla- 
tion analysis is not quite adequate, especially 
where as few as four color readings are included. 
It is because of this that the coefficient of cor- 
relation tends to be somewhat lower. 


TABLE 1. SratisticaL ANALYSIS OF EFFICIENCY 
or Broop Test Paper CoMPARED TO SomMoGyI-NELSON 
METHOD 

SOMOGYI- BLOOD 
NELSON TAPE 
No. of Observations 218 218 
Median 100 125 
Class 1 “69 
Class 2 116 125 
Class 3 244 250 
Class 4 416 350 
Mean & Standard De- 
viation 155.34 + 86 120.99 + 77 
Class 1 SES 50 
Class 2 $55,910 5108.7 325 
Class 3 308.00 + 151. 250 
Class 4 350 


There does not appear to be good correlation 
between the two variables. Significant errors 
exist in reading the colors of the tape into cor- 
responding quantitative values. It appears that 
one person varies in his reading ability from 
time to time; but more important, several per- 
sons with differing abilities to interpret the 
colors have participated in this study. Also, some 
errors in reading and in the tape itself are sug- 
gested by the misplacement of the two extremely 
high blood glucose values of 716 and 818 mg. 
per 100 ml. The results are less accurate because 
only four tape values are used. The results are 
also affected by the extreme values and skewness* 
of the data. 

Due to these two factors, the dispersion meas- 
ures (standard deviation and standard error) as 
well as the mean are not entirely satisfactory 


*Frequency distribution bunched together at one side 
of the average and tailing out on the other side. 
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measures in the present case. However, even with 
these reservations, it is seen that the average 
blood glucose value (arithmetic meam) is signif- 
icantly higher when measured by the Somogyi- 
Nelson method than when measured by the blood 
tape. This fact appears to be explained. mainly 
by the insensitiveness of the tape in the lowest 
and highest ranges. 

A better measure of the accuracy of the tape- 
measurements is suggested in Table 1 by using 
medians instead of mean values. This table sug- 
gests that the tape readings tend to be too high 
in the middle ranges and too low in both the 
lower and the upper extremes. This finding 
agrees with those of others. Our study and 
Lipscomb’s seem to suggest that the tape-color 
values should be adjusted in such a way that 
there would be a better correlation. The adjust- 
ment factor in this case is best suggested by the 
median values for blood glucose as compared to 
the blood tape values. Perhaps the blood tape 
values of 50 should read 70, 125 should read 115, 
250 should read 245, and 350 should read 400. 

However, in order to determine these adjusted 
values, further studies would be required wherein 
the variations due to reading abilities have been 
kept at a minimum. 


Discussion 

Experience with the use of filter test paper 
impregnated with glucose oxidase enzyme for 
the determination of blood and urine glucose has 
been reported by others***. The reader is  re- 
ferred to these articles for an explanation of the 
biochemical reactions involved. Lipscomb et al.*, 
after analyzing 177 observations with this blood 
test tape, are of the opinion that it is a satisfac- 
tory method of determining quantitative blood 
glucose levels. 

Although there is not a good statistical cor- 
relation in our study, the tape has certain def- 
inite clinical advantages. The test filter paper 
has its greatest value in the hospital emergency 
room as a rapid method of differentiating hypo- 
glycemia from diabetic coma. We have used this 
tape in following the blood glucose levels of the 
infant of the diabetic mother. This is especially 
valuable where such an infant is tending toward 
hypoglycemia. It must be acknowledged that the 
more experience an observer has with this tape, 
the more valid the readings. If this paper is to 
(continued on page 92) 
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VIEW BOX 


Franz GamPpL, M.D., Chicago 


A 13 month old Negro boy was hospitalized 
after five days of fever, chills, and a cough. 
The temperature was 100.8 F.; the pulse, 
120/minute ; the respiratory rate, 40/minute. 
The skin and mucous membranes were not 
cyanotic. The mucosa of the nose and pharynx 
were injected. Moist rales were heard over 
both lung bases. The physical examination 
was otherwise unremarkable. 

A chest radiograph was ordered. 

What is your diagnosis? 

1) Left lower lobe pneumonia 


2) Obstructive emphysema of the left up- - 


per lobe 
3) Pneumothorax 
4) Minimal atelectasis of the right lung 


(Continued on page 95) 


Figure 1. Chest roentgenogram taken on admis- 
sion to hospital. 


From the radiology department, Cook County Hospital. 


Evaluation— Tratsman (continued from page 91) 


have a more reliable application, the color scale 
should be expanded to include more colors, or 
the median values should be adjusted as noted 
in table 1. 


Summary 

A statistical analysis of blood glucose readings 
determined simultaneously by the Somogyi-Nel- 
son method and by a new enzyme-impregnated 
filter paper fails to show a good correlation. 
However, there are certain valuable clinical uses 
of this test paper. Suggestions for increasing the 
reliability of the readings have been advanced. 
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E ARE LITERALLY children of the sun. The 
earth, born of the sun and under its con- 
stant influence these billions of years, is so modi- 
fied, and all life that ever existed demonstrates 
this close bond. So man, a very recent newcomer 
to this globe—less than a million years ago, which 
is barely a wink of the eye in cosmic time—has 
within him the ancient longing for the life-giving 
rays. All aboriginal peoples and past civilizations 
had the utmost reverence for the sun and heli- 
oworship was a dynamic force in every culture. 
The contemporary American hopes for the image 
of an Athenian statue resplendent in bronze. 
There are definite inherent hazards for the 
dreamer of this image, especially if the paleface 
desires to radically alter his complexion in sev- 
eral days of a two-week vacation during mid- 
summer. Most changes in nature occur in slow 
rhythmic cycles, and it is best not to violate this 
rule in relation to the skin. Each summer doc- 
tors are beseeched to ease the discomfort of 
bodies racked by fever, headache, and more than 
50 per cent lobster red. The typical explanation 
by the patient is that he only sunned himself 
tor a couple of hours. Acutally, he did what only 
mad dogs and Englishmen do—venture forth 
in the midday sun for many hours. 
Overexposure to sun, especially too much in 
a relatively short time, will produce damaging 
effects. The first and striking feature upon the 
skin is the intensity of erythema ranging from 
a faint blush to marked redness. Most of these 
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Sun and Skin 


Junius M. Kowatsk1, M.D., 
Princeton 


are first degree burns no different from any other 
burns of this classification whether acquired 
by flash burns of other means. Burns of second 
degree intensity with blister formation are less 
common but more serious since the portals of 
entry lead to infection and its many complica- 
tions. The treatment demands the same metic- 
ulous care as do all burns—cleanliness, anti- 
bioties, and on occasion, intravenous fluids and 
steroids. The average case will usually respond 
at home to immersion in cold water, sedation, 
and the open dry method. The altered physiologic 
states resulting from this insult are many, and 
vary in intensity. Absorption of toxic skin-pro- 
ducts and electrolyte imbalance are significant 
and made manifest by some or all of the follow- 
ing: fever, headache, malaise, nausea, vomiting, 
and constant pain in affected areas. Transient 
and rarely permanent neurological deficits in 
tactile perception and paraesthesias occur. The 
hair usually bleaches and becomes brittle. The 
lovely bronze maiden now has hair she “can’t do 
anything with.” 

Inherited or predisposing skin conditions are 
aggravated by exposure to sunlight, but individ- 
uals with these have usually learned to protect 
themselves. Allergic reactions with urticaria are 
not uncommon. Systemic lupus erythematosus 
in a quiescent stage after solar exposure often 
makes a previously difficult diagnosis easy when 
the facial lesions appear. Most cases are diag- 
nosed during the summer months. 


IED EB | E 
it 
A 
: 
je 
“ 


Prolonged exposure to sunlight results in thick- 

ening and wrinkling of the skin—premature 
aging as seen in farmers, sailors, and others whose 
occupations take them for many hours out of 
doors daily. Wind action also contributes to these 
changes. These radiation and physical factors 
upon the unprotected skin result in many more 
malignancies as compared to the protected skin 
in the same individuals. Pterygium and other 
evidences of conjunctival irritations are com- 
mon in these out-door persons for the same 
reasons. 

Fair skinned, blue-eyed persons—blondes and 
redheads—are not, as a rule, as well adapted 
to withstand exposure to sun as are brunettes 
and dark-skinned people. The blondes only turn 
red and peel, whereas the redheads get redder 
and acquire more freckles. But are only brunettes 
and the dark-skinned among the chosen few? 
No, the majority can have the skin-deep symbol 
of virility and health if they understand that 
here, as in every other endeavor, there is no 
quick, straight road to success. And all is not 
damnation that radiates from the sun. Many 
maladies were alleviated or cured by gradual 
exposure before the advent of ultraviolet and 
infrared sources in hospitals where they are used 
today—bacterial and fungous infections, vitamin 
D deficiency in infants, to mention several. 

If the status seeker must have his day, he 
should consider the following: In “he northern 
tier of states during the months of May, June, 
and July, on a clear day, a 15-minute exposure 
between the hours of 10 a.m. and 4 p.m. is suffi- 
cient as the first dose on the unprotected skin. 
Because the rays must traverse a greater thick- 
ness of atmosphere before 10 a.m. or after 4 p.m., 
the skin-damaging portion of the spectrum is 


reduced, and slightly longer exposures can be 
safely tolerated. Increase the daily dosage no 
more than 5 to 10 minutes during the hours of 
10 to 4. After four or five consecutive days of 
exposure, cover up for at least one day and 
begin anew at say a 45-minute exposure and con- 
tinue. This procedure usually results in uniform 
tanning with minimal peeling. Withhold expo- 
sures to reddened skin or protect it. 

Altitude, too, is important; burning occurs 
surprisingly fast in mountainous areas. Skiers 
get sunburned in January. A high overcast sky 
or even fog can be deceptive and inflict painful 
burns on the unsuspecting. The ultraviolet rays 


are still there. Reflections from beach or water’ 


are often forgotten until it is too late. Wearing 
sunglasses is always helpful when in direct sun- 
light. Burned and. weather-beaten lips will be 
less so if given frequent applications of lipstick. 
The nose should be protected with a triangular 


‘papershield or adhesive tape, or if need be, by a 


mud pack. A red bugle and a summer cold are 
most incompatable. Those engaged in vigorous 
activity and prone to excessive perspiration will 
find a sweatband above the brows helpful. One 
salt tablet with each full glass of water is desire- 
able. There is no way of preventing perspiration, 
all advertising to the contrary. Shave the axil- 
lary hair and bathe frequently. 

The use of antimalarial or other drugs for 
tanning purposes are reserved for specific cases 
only. A number of sun-screening chemicals and 
skin-coatings are available. Many are effective 
within their prescribed limits, but often they 
lull one into believing in quick results and false 
security. It is better to follow the slow, steady 
course; even Icarus plummeted to doom for his 
enthusiasm of the sun. 


q] o institution which does not continually test its ideals, techniques and measure 
of accomplishment can claim real vitality. — Milton 
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The diagnosis is obstructive emphysema. These 
signs are pathognomonic: (1) widened intercos- 
tal spaces on the left, (2) somewhat low left 
hemi-diaphragm, (3) hyper-radiolucency of the 
left upper lung field, and (4) the diminution of 
the normal radiopacity in the upper parts of the 
mediastinum (herniation of the left upper lobe 
into the mediastinum) without complete disap- 
pearance of the normal lung markings in this 
area. These signs of increased intrathoracic pres- 
sure are absent in compensatory emphysema. 

The increase in density behind the cardiac 
shadow suggested the presence of atelectasis and/ 
or pneumonitis in the left lower lobe. This was 
confirmed clinically and radiographically. 

Since the clinical findings permitted conserva- 
tive management under antibiotic therapy, the 
patient was continued on this regimen. A chest 
radiograph obtained four days after admission 
showed the same findings. 

At that time bronchoscopy showed consider- 
able mucosal swelling. Viscid secretions were 
removed from the left side of the bronchial tree. 
Three hours later the breath sounds over the left 
upper lobe, which were previously decreased, 
were found normal. A follow-up radiograph 
obtained 20 hours after bronchoscopy showed 
normal aeration of the left upper lung field, and 
the herniation of the left upper lobe into the 
mediastinum was no longer present. 

Obstructive emphysema is a common complica- 
tion of upper respiratory infections and pneu- 
monias in childhood. 

Most of the check-valve mechanisms in the 
bronchial tree are due to mucous plugs and 
mucosal swelling, the presence of aspirated food 
and other foreign bodies must be considered ; 
their removal will prevent serious complications. 
Obstructive emphysema may be lobar, segmental, 
or lobular depending upon the size of the ob- 
structed bronchus. The lobular type is most often 
observed in bronchiolitis, both lungs appearing 
hyper-radiolucent and overdistended, and show- 
ing all the signs of obstructive impairment. 

Cystic pulmonary emphysema is frequently 
encountered in postpneumonic pneumatoceles. 
They rarely require surgical intervention. 

True congenital emphysema is rare and may 
be due to cartilage deficiency in the bronchial 
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Figure 2. Lateral view 
tration of the lower lube. 


of the chest showing infil- 


Figure 3. Control radiograph 20 hours after 
bronchoscopy. 


wall or to extrabronchial compression by cardiac 
enlargement or anomalous vascular structures. 
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Chlordiazepoxide* in the Treatment 


Of Acute Alcoholism: A Preliminary Report 


Herpert E. M.D.,** Dwight 


* apne Is A DRUG which affects the cerebral 

cortex in a manner similar to that of ether. 
It depresses inhibitions to the extent that per- 
sonality changes take place and behavior differs 
from the normal. Reasoning, judgment, mem- 
ory, and control are interfered with, resulting in 
an escape from reality which apparently permits 
the alcohol user to live less painfully while under 
its influence. 

The immediate hangover effects are usually 
accompanied by misery, guilt, remorse, tremors, 
depressions, and a promise never to repeat such 
a performance. We see the alcoholic not only as 
an acutely inebriated individual but one with a 
long history of acute binges superimposed on a 
chronic phase. It becomes necessary in therapy 
to alleviate the acute symptoms as rapidly as 
possible to make the patient amenable to treat- 
ment of his chronic alcoholism. The earlier the 
acute phase can be terminated and the symptoms 
alleviated the sooner the more important chronic 
phase can be dealt with. Easing the patient of 
his acute feelings promotes confidence in his 
doctor and paves the way for cooperation and 
acceptance of therapy. 

The ideal treatment regimen should restore 
the inebriate to sobriety rapidly, forestall con- 
vulsions and prevent delirium tremens. It can be 
said that no one drug has the ability to produce 
these conditions by itself but that a combination 
of well selected drugs may be effective. 

The tranquilizers are valuable adjuncts when 
combined with vitamins, a nourishing diet, intra- 
venous fluids when indicated, rest, counseling 
and rehabilitation. However, as Hoff: has ob- 
served, these drugs are not without limitations. 
Thus, despite the beneficial effects of the pheno- 
thiazines in the management of agitation and 
restlessness, they have been of no value in the a- 
cute hallucinatory stage; the incidence of hallu- 


*Librium®, Hoffmann-La Roche Inc., Nutley, N. J. 
**Medical Director, The Keeley Institute. 
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cinosis has not been significantly diminished nor 
the duration of delirium tremens shortened.’ 
According to Fazekas et al.*, the most significant 
advantage of the phenothiazines appears to be the 


FIGURE 1. Severtry or WITHDRAWAL SyMPToMS. 
“CoMPOSITE NUMBER OF PLUS” IN TWO 40-PATIENT 
GROUPS. 
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TABLE 1.—SAMPLE RECORD OF PATIENT ON CHLORDIAZEPOXIDE THERARY 


SYMP TOMS lst Day 


2nd Day 


5 : 12 
PM Noon 


8 
AM 


Time 


PM 


Agitated 


Anxious + 


+ 


Appetite 


Apprehensive + 


Confused 


Convulsion 


Depressed 


Dizziness 


Euphoric 


Faint 


Flushed 


Giddiness 


Grandiose 


Hallucinations 


Headache 


Incoherent 


Incoordination 


| Insomnia 


Intoxication 


Memory lapses 


Nausea 


Obsessive 


Perspiring 


[tls 
ltl. 


Pessimistic 


Phobia 


Remorse 


Restless 


Speech 


Stagger 


Stupor 


mor 


relief of the otherwise constantly persistent dis- 
tressing insomnia without the production of 
disabling sedation, although in approximately 
25 per cent of subjects with severe delirium 
tremens, large intravenous doses proved ineffec- 
tive. Furthermore, on awakening, the tremor, 
anxiety, and hallucinosis may reappear. 

A new psychotherapeutic drug, chloriaze- 
poxide, has been used at the Keeley Institute for 
several months. Initially, it was cautiously 
added to the usual regimen until we were con- 
vinced it was effective. It is now being used as 
a replacement for some drugs, and the impressive 
results led to a controlled comparative study. 


Procedure 


Chlordiazeporide was administered to 40 
patients and results of therapy compared with an 
additional 40 patients receiving other ataraxic or 
antitensive drugs. To determine whether the 
patient’s symptoms had been relieved effectively 
and rapidly, the results were compared with the 
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records covering a period of several years. 

Symptoms the patient exhibited were observed, 
and each graded as follows: 3+, severe; 2+, 
moderate; and 1+, mild. The symptoms were 
carefully evaluated four times daily at 8 -a.m., 
12 noon, 5 p.m., and 7:30 p.m. 

One 10 mg. chlordiazepoxide capsule was 
administered at 10 a.m. and 3 p.m. and 25 mg. 
was given at bedtime for a 3-day period. The 25 
mg. dose was then reduced to one 10 mg. capsule 
and the medication continued for two additional 
days at which time all cases were manageable 
without further medication. In most cases med- 
ication may not have been necessary during the 
last two days but was continued as a precaution- 
ary measure. 


Results 


The composite number of plus (Fig. 1) in- 
dicates the severity of symptoms following the 
usual therapy with and without chlordiazepoxide. 
It will be noted that the lower figures represent 
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TABLE 2.—SAMPLE RECORD OF PATIENT ON ROUTINE THERAPY WITHOUT CHLORDIAZEPOXIDE 


SYMPTOMS lst Day 2nd Day 3rd Day 4th Day 


12 
Noon 


8 5 17:30 
sad AM PM | PM 


Noon | PM _|PM | AM {Noon | PM _|PM 


PM _ PM 


Agitated 


Anxious 


++ 
Appetite + 
+ 


Apprehensive 


+ 


8 


Confused 


Convulsion 


Depressed 


Dizziness 


Euphoric 


Faint 


Flushed 


Giddiness 


+ 
+ 


Grandiose 


Hallucinations 


Headache 


Incoherent 


Incoordination 


+ 


| Insomnia 


Intoxication 


Memory lapses 


Nausea 


Obsessive 


ith 


Perspiring 


Pessimistic 


Phobia 


Remorse 


Restless 


Speech 


+|+{t 
t 


Stagger 


Stupor 


Tremor +[++ 


the more rapid subsidence of symptoms. With 
chlordiazepoxide agitation, anxiety, apprehen- 
sion, grandiosity, incoherence, incoordination, 
confusion, memory lapses, obsessions, restless- 
ness, tremors followed by remorse and depres- 
sion were controlled more rapidly. No untoward 
effects were observed. The sample of patient 
records from each of the two treatment groups 
(Tables 1 and 2) reveal that the patients receiv- 
ing chlordiazepoxide responded more quickly and 
that their after-effects or hangover from alcohol 
were relieved in a smoother manner. 

Significantly, the usual three to five days 
necessary to restore the individual to some degree 
of normalcy was reduced to two or three days. 
The crucial third day when most instances of 
convulsions and delirium tremens had occurred 
in the past was uneventful. 

Chlordiazepoxide has thus far all but elim- 
inated the entire group of withdrawal symptoms 
and has made the patient amenable to treatment 
in a more efficient and prompt manner. Pre- 
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viously, patients frequently pleaded for more 
liquor while on withdrawal, and were usually a 
serious concern to the medical staff because of 
the special attention and medication required to 
control the patient’s behavior at that critical 
time. Further, patients often abandoned treat- 
ment or sneaked off to get liquor in some devious 
manner to satisfy their craving. With chlordia- 
zepoxide the patients usually became appreciative 
of therapy and, because of confidence gained 
were more receptive sooner. It became evident 
that the previous drugs used at the institute 
could be reduced in amount and that chlordi- 
azepoxide provided the desired results formerly 
obtained with combined treatment. 


Summary 


Forty alcoholic patients were given chlordiaze- 
poxide for the acute stage of withdrawal from 
alcohol and the results compared with another 
group of 40 patients receiving other tranquiliz- 
ing drugs. 
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With chlordiazepoxide withdrawal symptoms 
were all but eliminated within two to three days 
as compared with the usual three to five days 
required for improvement. Furthermore, the 
critical third day associated with withdrawal 
therapy was without incident; none of the 
patients experienced convulsions nor delirium 
tremens. 

From continuing experience, there is every 
indication that chlordiazepoxide is the therapy 
of choice for the alcoholic, and that it may 


replace entirely our present methods of therapy. 
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EDITORIALS 


Today’s crisis in medical education 


Today’s recruitment and selection of medical 
students presents one of the most important 
responsibilities and problems facing medical 
education now. 

There is need for expansion in our system of 
medical education. By 1975, to maintain the 
present desirable ratio of physicians to -popula- 
tion, 3,500 more medical students must be grad- 
uated each year. To compensate for attrition be- 
tween admission and graduation, approximately 
4,000 first year places must be provided by 1970. 

In the face of this gigantic undertaking is the 
disturbing fact that for the third successive year 
the number of applicants for the existing places 
in medical schools has decreased. 'There is also 
some evidence that the quality of applicants has 
decreased. In 1950 40 per cent of applicants had 
A grades; now only 17 per cent have such aver- 
ages. Academic attrition in the first year has also 
increased from 3 to 5 per cent. 

Medicine is now competing with other profes- 
sions, with new fields arising out of advances in 
science and technology and academic careers, and 
with other sciences for selection by top-ranking 
college students. These other fields now provide 
the prestige, intellectual satisfactions, and finan- 
cial rewards comparable to those offered by med- 
icine. The long, costly period now required for 
medical education may also be a factor now in 
deterring young people from the selection of 
medicine as a career. 

There are other problems facing medical 
education. For example: Are sufficient efforts 
being made to attract and train basic medical 
scientists? Can the inordinate length of time 
before a student qualifies for practice be justified 
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educationally and economically? Are the excep- 
tionally talented premedical and medical stu- 
dents being meaningfully challenged? Is there 
sufficient cooperation, correlation, and integra- 
tion between the departments within a medical 
school so that a basic core of knowledge can be 


‘presented for conceptual learning by the stu- 


dents ? 

We tried to design the new Northwestern pro- 
gram to help solve all of these problems. By 
decreasing the time in school from eight years to 
six years, we feel it will help make a career in 
medicine more attractive and will offer encour- 
agement to the prospective student and so help 
increase enrollment. 

The improved teaching techniques will in- 
crease the quality of education in health fields 
and so increase the quality of physicians. 

Richard H. Young, M.D. 


Benevolence committee 


When you pay your dues, you contribute to 
the Benevolence Fund. Apparently this twenty 
year old committee remains unknown to many 
members of the Illinois State Medical Society. 
Its duties and functions are outlined in the 
Constitution and Bylaws; articles have appeared 
from time to time in the Ittinors MeEpricaL 
JouRNAL; the Woman’s Auxiliary has made 
contributions to the fund one of its main activ- 
ities throughout all these years. 

Eventually the Benevolence Committee hopes 
that the income from investments will carry 
the pay load to recipients. We are a long way 
from that goal. At the present time $140,000 
in government bonds is held in the name of the 
committee; its routine expenses are paid out of 
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the general funds of the Society. Any check 
written on the Benevolence checking account is 
payable to a recipient of assistance. 

Approximately $3,000 a month goes to needy 
physicians, their widows, or their dependent 
children. The maximum amount paid is $100 
and the minimum about $40 each month. The 
names of the recipients are not given out except 
to the members of the committee. By special 
action on the part of the Council, emergency 
grants have been paid over the $100 maximum. 

About 60 individuals receive checks each 
month, and about half this number are widows 
of former members. Many of the recipients write 
to acknowledge these checks, and their apprecia- 
tion is expressed continuously and sincerely. 

For some years $5 from each physician’s 
annual dues was deposited to the account. Then 
this amount was cut to $2 per captia per annum. 
This allocation of $2 does not maintain the 
annual benefits paid to the recipients, but the 
very generous contributions from the Auxiliary 
each year, plus allocations of funds from the 
general account of the Society, have made it pos- 
sible to operate without touching the $140,000 
reserve. One downstate physician makes an an- 
nual Christmas contribution of $150. Many do- 
nations are received in memory of our outstand- 
ing physicians who have passed away during the 
past year. 

Aid from the fund is not automatic, and we 
must depend upon the county medical society 
officers to give us information and to help us 
conduct the necessary investigations of prospec- 
tive recipients. In addition to many elderly doc- 
tors or their widows, we have helped a young 
physician with tuberculosis, and we have helped 
the wife and children of a physician who is a 
patient in one of the state mental hospitals. 
Funds are not large, and this work should be 
aided and abetted throughout the state. 

As the case load increases, it will be necessary 
to allocate more than $2 from each physician’s 
dues to this activity of the state society. Mem- 
bers of the profession contribute through their 
dues structure, and so do members of the 
Auxiliary. The Auxiliary supplements its dues 
contribution by various fund raising activities 
at the county medical society level, and warrants 
the Society’s sincere thanks and appreciation. 

Contributions to the Benevolence Fund should 
be considered by members of the Society as a 
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means of helping to provide for those less for- 
tunate physicians or members of their families. 
Frances C. Zimmer 


Warning on repackaged drugs 


Physicians’ samples were in the news last 
month, principally through action taken by the 
FDA. Commissioner George P. Larrick warned 
druggists to destroy any drugs purchased from 
repackers of physicians’ samples. He said a 
serious error had been found during the inspec- 
tion of Nathan H. Baier, large drug repacker 
located at Shiller Park, Ill. Among the repack- 
aged drugs at this establishment FDA inspectors 
found bottles containing “Tofranil,” a potent 
drug for treating mental depression, labeled as 
“Donnazyme,” a preparation for mild gastro- 
intestinal conditions, and also as “Albee With 
Vitamin C,” a vitamin product that is sold 
without prescription. 

The estimated retail value of stocks of 
physicians’ samples at the Baier establishment 
was in excess of $50,000. The samples were 
obtained from physicians by circularizing a mail- 
ing card reading as follows: 


“Dear Doctor: 

Don’t Throw Away Your Surplus Drugs 
or Samples. 

I Will Buy Them From You. 

I Pay A Fair, Honest Price. 

Please Write or Phone.” 


The Chicago seizure was the fourth such 
action in a week. The following letter was found 
in the files of another repacker : 


‘Dear Doctor: During the past several 
months you have undoubtedly accumulated 
a great deal of surplus physicians’ samples. 
We are certain that you will appreciate an 
opportunity to exchange this surplus collec- 
tion for your everyday office necessities. . . . 
The complete range of items we have avail- 
able are listed on the enclosed sheet. They 
are not for sale but are given to you in 
exchange for your surplus samples... This 
type of arrangement is commonplace prac- 
tice in many localities throughout the 
country. . .” 


The FDA said it has no evidence that physi- 
cians generally dispose of their samples im- 
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properly. The samples are not illegal when prop- 
erly labeled and used as such. Repackaging is 
dangerous because of the risk of mix-ups in the 
drugs. In addition, removing the words “Cau- 
tion: Federal law prohibits dispensing without 
prescription” may cause a dangerous drug to be 
used without medical supervision. 


Registry of Pathology 


The American Registry of Pathology is a 
department of the Armed Forces Institute of 
Pathology and is under the sponsorship of the 
National Academy of Sciences-National Research 
Council. It is a cooperative enterprise in medical 
research and education between the Armed 
Forces Institute of Pathology and the civilian 
medical profession. 

Its objective is the utilization of pathologic 
material in the acquisition and dissemination of 
knowledge in the field of pathology. 

The American Registry of Pathology consists 
of 25 registries, each one dealing in a field of 
pathology with an individual registrar who is 
the chief of that section. Research is largely, 
but not exclusively, directed toward statistical 
analysis and_ clinical-pathologic correlation, 
particularly with reference to natural history of 
disease, including various therapeutic influences. 

Education constitutes a large portion of the 
work of the registry. Each year approximately 
15,000 well documented cases with pertinent 
material and data are registered (indexed and 
filed). At the end of December, 1960, 195,000 
selected cases were available for study by qual- 
ified members of the staff. This material is 
selected from military and civilian sources. 
Cases from these sources pass through the 
Armed Forces Institute of Pathology Sections 
of the respective registrars, who select and reg- 
ister cases suitable for educational purposes. 

The material in the American Registry of 
Pathology is used for the preparation of many 
scientific papers and special studies by members 
of the staff. 

Through the administration of the American 
Registry of Pathology, various national societies 
sponsor fellowships in many fields at the Armed 
Forces Institute of Pathology. 

A number of research projects and special 
studies, through the contribution of funds from 
various foundations and societies, are admin- 
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istered by the American Registry of Pathology. 

Many atlases, syllabi, and manuals are pre- 
pared and sold by the American Registry of 
Pathology. Annually, approximately 30,000 pub- 
lications are sold and distributed; the best 
known are the fascicles of the “Atlas of Tumor 
Pathology.” 

A large collection of teaching material is pre- 
pared, maintained, and loaned by the American 
Registry of Pathology. The average annual loan 
of study sets is 5,000 microscope slide sets and 
500 clinical-pathologic conference sets. 

The twenty-five individual registries of the 
American Registry of Pathology are listed on the 
Reference Page for this month. 

Frank M. Townsend, Colonel, USAF, MC 
The Director 
Armed Forces Institute of Pathology 


Reports on new drugs 


Greiner’ recently deplored the fact that the 
evaluation of new drugs by physicians is difficult 
and unsatisfactory. “Since the major part of 
clinical drug evaluation is in the hands of doc- 
tors with little scientific training, and since it 
seems likely to remain there, a plea is made for 
wide concern among doctors for the relatively 
simple methods of scientific study.” 

The editors of state and county medical soci- 
ety journals are confronted with this problem. 
They have the responsibility for publishing the 
results of research by physicians. 

With experience, editors learn to detect 
authors with and without scientific training. 
We are suspicious also of therapeutic papers 
written by practicing physicians from other parts 
of the country, especially from those who are 
working and reporting on a wide variety of 
drugs. It is difficult to believe, for example, that 
one group of investigators have and treat so 
many hospitalized obese patients. They receive 
one drug this year and another the next, and 
their patients always lose weight. Meanwhile, 
they slip in 50 asthmatics and 65 hypertensives 
for treatment with other products. And the 
results are usually excellent. 

We also receive articles written by local physi- 
cians but’ sent us directly from the pharmaceu- 
tical company. We assume that the clinical 
research was conducted by the author, but we 
have no way of knowing whether he was too busy 
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to evaluate the results and write the article, 
including the all-important summary. These 
articles are polished and well written but usually 
are rejected because we cannot be sure that the 
results and conclusions are those of the author. 

We do not wish to discourage research from 
office and home laboratories. We want articles 
on controlled therapeutic trials and the use of 
new drugs, provided the work is honest and the 
conclusions are based on scientific knowledge, 
investigative intuition, and sound powers of 
observation. Most physicians are not trained in 
research and are unaware of controlled condi- 
tions and criteria of diagnosis. Not every study 
lends itself to the use of double blind methods 
of control, but these and other limitations should 
be recognized and mentioned in the discussion of 
methods of evaluation. 


1. Greiner, Theodore. Why We Rarely Know about 
Drugs. J.A.M.A. 177 :42 (July 8) 1961. 


Correspondence 


Dear Dr. Van Dellen: 

At the Lake Zurich Golf Club on the evening 
of June 3, 1961, at or about nine o’clock p.m., 
you read excerpts from letters received from 
several individuals who had written to ask your 
advice in your capacity as editor of the Chicago 
Tribune’s “How to Keep Well” column. One of 
these letters was from a person who was con- 
cerned about the fact that one of his kidneys 
was lower than the other. It so happens that I 
am that person, and I am writing you on advice 
of counsel. 

I might add that I am more than a little 
surprised that you would poke fun at my kidney 
or at an individual affected as I am. It seems 
to me to be a violation of the hypocrisy oath 
which all of you doctors are supposed to take — 
and to heed. It smells of trifling with your 
readers’ kidneys. 

I might also point out that it is not unusual, 
certainly not to the extent that fun should be 
poked at it, for one of two organs or parts of the 
human body to be lower than the other. For 
example, one of my shoulders is one and one 
half inches lower than the other, according to my 
tailor, and the same condition exists elsewhere 
in my anatomy, as it undoubtedly does in yours 
if you are the man I think you are. I am sure, 
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moreover, that a somewhat similar condition 
exists among the fair ladies in our midst, and 
I will wager that in nine cases out of ten you will 
find one of their knees a little lower than the 
other. I challenge you to disprove this statement. 
And one of our most distinguished members has 
one eyebrow that’s higher than the other, as I 
am sure all of you have noticed. 

I also feel that, as a result of your comments, 
some people may think I am lacking in mascu- 
linity or something. Now I wouldn’t like that 
to happen because somebody might get fooled. 

So I think the only thing for you to do is to. 
print a full retraction, probably in bold-faced 
type, in a forthcoming issue of your column. But 
don’t head it “Try Standing on Your Head and 
Maybe It’ll Go Back in Place.” 

I still would like to know what to do about 
my kidney, the one that is lower. As I have 
pointed out, it is not unusual for one kidney, or 
any other human organ which has a mate, to 
be higher or lower than its mate; within reason, 
that is. If you want scientific support for my 
assertion, see Sir William Osler’s “The Prin- 
ciples and Practice of Medicine,” page 937, or 
Palmer’s “Putting the Tie in Chiropractic,” 
page 111. Sir William, in his notable volume, 
cites several instances of adnormalities in dropped 
kidneys. In one case he describes, the right 
kidney had descended so far that it formed a 
bulge on the owner’s thigh, halfway between the 
knee and the hip joint. In my own case, I have 
a large, bunion-like lump on my right foot. Do 
you suppose this could be my dropped kidney 
sticking out? If so, I’m glad it went down rather 
than up. Had it gone up, I might have choked 
on it. What do you advise? 

Awaiting your reply, I am 

Very truly yours, 


Dear Dr. Van Dellen: 

I want to say how much I am in sympathy 
with the editorial that you have in your June, 
1961 issue having to do with the married intern. 
I think especially in your second paragraph the 
question as to where education ends and service 
begins is something which is more than an 
empty rhetorical question. The first objective 
should be to attain a thorough medical training, 
not to support a family. Or can you have your 
cake and eat it too? 
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I think the tendency to marry early has done 
another thing which is not remarked upon — 
it has tended to put interns and residents in 
hospitals where the pay is good and the teaching 
and opportunities for learning are poor. I don’t 
have to spell out where those hospitals are, or 
what they are, or who runs them, because you 
know this as well as I do. This tendency then to 
marry early is one of the fetters by which the 
rising generation of medical men is being so- 
cialized. The hospitals I refer to are quasi-so- 
cialized institutions already. 

At the end of the third paragraph you made 
a remark about the breadwinner not being on 
an eight-hour, five-day-a-week schedule. It seems 
to me they’re on even a better schedule than 
that. I think that if you got down to bedrock 
and just found out how often these interns are 
in at night and whether they do, in fact, work 
more than eight hours, you might be surprised. 
After really serious scrutiny of this question, 
you might be ready to withdraw that remark at 
the end of the third paragraph. 

The reason I write in this vein is that the 
medical profession, as I have watched it in the 
last twenty-five years, has done a lot of talking 
about socialization of medicine, but many med- 
ical men seem indifferent. Oh, they discuss it — 
they either discuss it in terms of the idea that 
the battle is already lost, or you cannot stay the 
tide of the inevitable, or they say we’ve got to 
compromise, and they render lip-service to the 
idea that they’re fighting against socialized med- 
icine, but they never, under any circumstances, 
take a positive stand. If it’s a new state mental 
health thing, they want to be part of it; if it 
is a so-called welfare group run by the state, 
they want to be part of that; if the unions want 
a doctor, they want to get into that also; if it’s 


Et tu Brute! 


I thought that I had become used to American 
patients’ knowing all about medicine; I am no 
longer surprised when they tell me that they 
have a postnasal drip, or that their white count 
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a question of arranging a fee schedule so as to 
satisfy certain pressure groups in the commu- 
nity, I find that they are ready to negate 
surgical and medical training. By that I mean 
they are willing to take the position, in a fee 
schedule, that the hernia done by Joe Blow, who 
served an internship in some small, insignificant 
hospital somewhere, is quite as able to do the 
inguinal hernia, as far as the fee is concerned, 
as the fellow of the American College of Sur- 
geons and the Diplomate of the American Board 
of Surgery. 

They never say anything unpleasant to a pa- 
tient about these matters that might interfere 
with their personal patient-doctor relationship, 
so that they back down about all these matters 
and do not stand up to be counted in favor of 
the system which they advocate. I had just about 
reached the point to suggest to our local medical 
society that we try to keep from office, in the 


local medical society, those whom we have reason 


to believe are not standing up to be counted 
about such matters as socialized medicine and 
other inroads into the practice of medicine by 
various pressure groups. In other words, if these 
men do not want to stand up and be counted, at 
least we can stand up and count them, and 
prevent them from taking a hand in running our 
affairs, 

I was so much struck with the, to my mind, 
unusually correct attitude that I could not resist 
writing to you about it and congratulating you. 
Perhaps this outburst will tend to blunt your 
interest in writing further editorials. You may 
find this kind of stuff too hard to take. 

With kindest personal regards. 

Yours sincerely, 
Adrien VerBrugghen, M.D. 
Las Vegas, Nev. 


is down, or that their blood-pressure is 170. But 
I did pause a minute when I asked a lady 
whether she had ever had any blood in her urine, 
and she replied, “Fifteen red cells per high- 
power field.” In England Now. Lancet. April 1, 
1961. 
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AT THE EDITOR’S DESK ; & 


PSYCHOSIS AND AMPHETAMINE DRUGS 


Dr. Milton A. Dushkin, medical director of 
the North Shore Hospital, warns that obese 
persons should be evaluated psychiatrically be- 
fore reducing pills are prescribed for them. He 
reported several patients of his own and of others 
who developed psychosis following the use of 
amphetamine type drugs, including Preludin. 

According to Dr. Dushkin, hunger-appeasing 
medicines “can irreparably affect the minds of 
emotionally high-strung persons.” He stressed 
the point that excessive eating must in itself be 
considered a manifestation of an emotional 
disturbance. The drugs create a decrease in the 
usual defense mechnisms that people ordinarily 
excercise to control or allay inner anxieties. The 
breakdown in resistance leads in some instances 
to a complete emotional breakdown. 


AMERICAN Boarp OF MICROBIOLOGY 


A new board to certify qualified scientists in 
public health and medical laboratory micro- 
biology is now in operation. It is intended for 
persons widely trained in microbiology, includ- 
ing bacteriology, immunology, mycology, parasit- 
ology, serology, tissue culture, and virology. 
Candidates should hold acceptable doctoral de- 
grees and have extensive experience. 

Among the first nine to be certified were Dr. 
Howard J. Shaughnessy, chief, Division of Lab- 
oratories, Illinois Department of Public Health, 
and Dr. Gail M. Dack, director, Food Research 
Institute, University of Chicago. 


LENGTHENING ARM OF FEDERAL CoNnTROL 


A recent court ruling lengthens the reach of 
the Federal Food, Drug, and Cosmetic Act. The 
Federal District Court ruled recently that a 
drug sold only in the state where it was manu- 
factured but made from materials from outside 
the state, is- subject to FDA control. 
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PHARMACEUTICALS 


Librax is Roche Laboratories’ new antichol- 
inergic-sedative combination drug. Librium re- 
lieves anxiety and tension; Quarzan produces the 
antispasmodic and antisecretory effect. Roche 
claims that the new therapeutic agent is partic- 
ularly useful for the treatment of peptic ulcer, 
irritable or spastic colon, gastritis, duodenitis, 
pylorospasm, and cardiospasm. 


A new synthetic antibiotic, a derivative of 
Terramycin, has been developed by Chas. Pfizer 
& Co. It differs from Terramycin in possessing 
a 6-methylene substitute, an entirely new struc- 
tural departure in tetracycline chemistry. The 
new antibiotic holds promise of high efficiency. 


Isosorbide dinitrate (Isordil) had its day 
during the third annual meeting of the Inter- 
national College of Angiology. Four groups of 
investigators reported that the new coronary 
vasodilator reduced the frequency of angina 
attacks, and one went so far as to say it was 
superior to nitroglycerine. Its duration is two to 
three hours when used sublingually and four 
to six hours when swallowed. 


A new package containing a 10 ce. vial of 
Atarax Parenteral Solution, each ce. containing 
50 mg. of hydroxyzine hydrochloride, is being 
introduced by J. B. Roerig and Company. In 
addition, Roerig markets Atarax Parenteral 
Solution in 2 ce. ampules, containing 50 mg. per 
ec. and 10 ce. vials, containing 25 mg. per cc. 


Oup AGE INSURANCE PLANS ON INCREASE 


Life insurance plans for the aged and the 
handicapped are coming in strong. 

United Equity Insurance Company of Chicago 
recently initiated a plan that offers straight life 
insurance coverage to those who have a history 
of heart or circulatory disease. It is written 
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directly from the firm’s Chicago office, rather 
than through agents, and it requires no medical 
examination. Approval is based on a brief med- 
ical history supplied by the attending physician. 

Metropolitan is now offering a new senior cit- 
izen’s policy to those 65 or over which provides 
benefits for hospital confinement, as well as 
professional services. Benefits for surgical opera- 
tions and for professional services of physicians 
and private nurses during confinement in a 
hospital or nursing home also are provided. 

In 1956 Metropolitan began issuing hospital 
and surgical expense policies to persons in this 
age group. An improved coverage was made avail- 
able on Jan. 1, 1961, to new applicants up to 
age 80, and at the same time the benefits were 
broadened and the premium was reduced. 

The company pays a maximum of $15 a day 
for up to 180 days for hospital room and board 


under plan I and $25 up to 240 days under plan | 


II. Convalescent care in a nursing home follow- 
ing a hospital confinement of at least seven days 
pays $7.50 per day under plan I and $12.50 per 
day under plan II for a maximum period of 30 
days. It pays 80 per cent of any special hospital 
service charges above $50. The maximum for the 
most severe surgical operations is $250 under 
plan I and $500 under plan II. 

Security Benefit Life Insurance Company will 
insure mentally ill, retarded, and cerebral palsied 
persons age 1 to 50, according to Joseph R. 
Gootar, sales director of the Chicago agency. 


Wuat's New? 


Foil-Pac is a new advance in the packaging of 
surgical lubricating jelly. It contains 2.7 Gm. of 
sterile Surgilube in an easy-to-open, disposable 
foil package. 


Electro-Medical Engineering Co. has an- 
nounced a new line of pedal-driven exercisers. 
The Pedicisor provides controlled excercise anal- 
ysis of patients undergoing examination or tests. 
It is a torque ergometer and is calibrated to 
measure work in foot pounds per revolution, 
foot pounds per second. 


An electronic sphygmomanometer was intro- 
duced recently by Lafayette Radio Electronics 
Corporation. Pulse sounds from the brachial 
artery are picked up by a sensitive transducer in 
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the pressurized cuff and converted into electrical 
impulses which are amplified and used to actuate 
an indicator lamp. The latter provides clear, 
easily recognizable indications of the systolic and 
diastolic pressure points. In other words, there 
is no need to use a stethoscope to determine 
blood pressure. 


A portable, push-button air purifier has been 
developed by Engelhard Hanovia, Inc., for 
relieving allergy sufferers. It is reported to be 
99.8 per cent effective in removing ragweed pol- 
len from a room by electrostatic precipitation. 


The Sierra Engineering Co. offers re-usable 
nylon bags in a variety of convenient sizes to 
permit safe, easy package sterilization of linens, 
dressings, and even sharp instruments. The nylon 
Autoclavable Bags are steam permeable and per- 
mit sterilization at temperatures up to 287 F. 
Once sealed and autoclaved the manufacturer 
claims that they are 100 per cent impermeable to 
bacteria and hence keep their contents sterile 
until needed. 


Can a heart patient operate a mine motor, 
serve as an electrician’s helper, or be a scale 
operator at a mine, taking into consideration 
his own safety and that of the other workers? 
An article in the May-June issue of Rehabilita- 
tion Record on the West Virginia Rehabilitation 
Center’s cardiac work classification unit shows 
how the unit operates to supplement the physi- 
cian’s medical knowledge with information on 
actual job requirements and conditions, enabling 
him to prescribe vocational do’s and don’t’s for 
cardiac employees. 


MISLEADING ADVERTISING DENIED 


The Federal Trade Commission has accused 
the manufacturers of Anacin, Bufferin, St. 
Joseph and Bayer Aspirin of misrepresenting the 
properties of their products. The charges were 
denied. According to the National Better Busi- 
ness Bureau, Inc., Service Bulletin, Plough, 
Inc., in denying the charges concerning St. 
Joseph ,Aspirin, contended that none of its 
advertisements challenged by the commission 
represents that the product provides relief of 
pain faster than any other analgesic preparation 
available to consumers, that St. Joseph Aspirin 
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disintegrates substantially faster than any other 
leading over-the-counter analgesic and is, there- 
fore, “ready to go to work faster, which is the 
only claim made in ads representing that factor.” 
Plough, Inc., also contends that its advertising 
does not state that St. Joseph Aspirin is faster 
than any other analgesic, but states in effect that 
none of the other leading analgesics is any faster- 
acting, a statement the firm submits is true. 

Sterling Drug, Inc., denied any deception in 
its advertising and stated that its “advertise- 
ments of Bayer Aspirin and Bayer Aspirin for 
Children as bringing ‘the fastest . . . relief you 
can get’ were intended to and did represent that, 
notwithstanding the claims to the contrary of 
certain of respondent’s competitors, no compet- 
itive analgesic preparation available to the gen- 
eral public provides faster relief of pain than 
respondent’s products.” 


“ELECTRIC” AUTOMOBILE 


The electric automobile is coming back, ac- 
cording to Science and Technology published by 
the U.S. Department of Commerce. The belief 
is based on a new device — the fuel cell. The 
Army, Navy, and Air Force are doing consider- 
able scientific research on this invention. 

The battery has limited power, whereas the 
fuel cell continuously transforms a chemical 
reaction into electrical energy so long as a sup- 
ply of “reactants” is fed into the system. In this 
respect it resembles familiar engines that operate 
as long as they have a supply of gasoline. The 
armed services are interested in the device as a 
means of propelling vehicles. Currently used 
power systems have reached maximum efficiency, 
and nuclear power is out-of-the-question because 
of the shielding needed and cost of the fuel. 
Small fuel-cell units have been operating con- 
tinuously for more than a year, but additional 
engineering is necessary before they can be used 
in an automobile. 


STATISTICAL CORNER 


Approximately seven out of ten surgical 
procedures in this country are performed by 
physicians who specialize in surgery, according 
to the Health Information Foundation. Only 
two of the ten procedures are done by surgeons 
who are not Board certified to practice surgery 
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nor members of the American College of Sur- 
geons. Three of the ten are done by general 
practitioners or specialists in nonsurgical fields. 
Household interviews conducted by HEW 
during the year ending June 30, 1959, uncovered 
the following estimations: Approximately 1,- 
161,000 civilians (noninstitutional) have hear- 
ing aids. This total represents one fifth of the 
people reported to have hearing impairments. 
About 253,000 people used wheel chairs and 
53 per cent of these were persons so disabled as 
to be confined to the house except in emergencies. 
The survey showed also that there were 201,- 
000 persons with leg or foot braces and 494,000 . 
with other types of braces. About 41 per cent 
of the leg and foot braces were worn by children 
under 15 years of age, usually because of polio- 
myelitis or congenital disorders. 
In all there were 274, 000 people who reported 
absence of either arms or legs. Of these, 139,000 
had artificial limbs; 94 per cent were males. 


CORRECTION 


In the July Journal the following item, “Conflicting 
Voices,” was incomplete. It is given below in its 
entirety. 


A startling newspaper report on methotrexate 
in cancer chemotherapy quoted Surgeon General 
Luther Terry. It was in sharp contrast to the 
following Lederle news release that appeared a 
few days later: “Some of the interpretations of 
the Surgeon General’s remarks have unfortunate- 
ly given rise to overoptimism in some quarters. 
The two points most often misinterpreted are: 

1. Methotrexate’s ability to bring about five- 
year remissions: such results are limited 
to choriocarcinoma as reported recently — 
and only in some cases of this relatively 
rare form of cancer. 

2. The newness of Methotrexate: It was 
discovered at Lederle Laboratories in 
1948... .” 

Our curiosity is aroused when two conflicting 
reports appear so close together. Was the Sur- 
geon General trying to impress Congress with 
the advances made by the Institutes of Health 
and the need for continued appropiations? Was 
Lederle aware of this and prepared to soothe 
those who know what Methotrexate is capable 
of doing? 
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ANNOUNCEMENTS 


Mental health and retardation 
Workshop proposed 
Gov. Otto Kerner has invited representatives 


of 17 organizations actively interested in mental 
heaith and mental retardation to participate 


in a two-day workshop conference, September - 


8 and 9, at the Chicago office of the Illinois 
Department of Public Welfare. Dr. Francis J. 
Gerty, welfare director, will be the chairman of 
the conference. One of the specific problems for 
discussion will be the payment program for care 
and maintenance of patients in state mental 
institutions. 

Under the present program the Welfare 
Department’s Reimbursement Service protects 
the estates of patients and collects payment for 
state services; however, the governor expressed 
the desire of “establishing a patient care pay 
plan which is fair and equitable to both the 
patients and their families and consistent with 
sound principles of state government.” 

It is hoped that the meeting will result in a 
published report of mutually agreeable recom- 
mendations for the philosophy and adminis- 
tration of the program. Thus, proper legislation 
may be introduced during the 73rd General 
Assembly to implement, if necessary, the 
decisions resulting from the proposed conference. 


AHA’s annual meeting 


The American Hospital Association’s annual 
meeting September 25-28 in the Convention Hall 
at Atlantic City, N.J. will have “Hospitals in a 
Changing America” as its theme. The assembly 
will include over 40 program sessions and nearly 
500 exhibits on all aspects of hospital operation. 
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During the meeting James E. Stuart of 
Chicago, president of the Blue Cross Association, 
will receive the Justin Ford Kimball award for 
outstanding contributions to the concept of 
voluntary nonprofit prepayment of health care. 
Dr. Jack Masur, director of the Clinical Center, 
National Institutes of Health, Bethesda, Md., 
will be inducted as president before the House 
of Delegates on September 27. He will succeed 
Frank §S. Groner, administrator of Baptist 
Memorial Hospital, Memphis. 

Meeting in conjunction with the AHA will be 
the American Association of Hospital Con- 
sultants, September 23 ; the American Association 
for Hospital Planning, September 23-24; the 
American College of Hospital Administrators, 
September 23-25, and the American Association 
of Nurse Anesthetists, September 25-28. 


Pediatricians to meet in Chicago 


The American Academy of Pediatrics has 
planned its annual meeting for September 30 
through October 5 at the Palmer House in 
Chicago. Symposiums at the general sessions 
will be on “Chromosomes of Man,” “Protein 
Nutrition,” “The Prophylaxis of Allergic Disease 
in Infancy,” “The Battered Child Syndrome,” 
“Parasite or Invader—Host Factors in In- 
fections,” “Adoptions,” and “The Advantages 
and Hazards of Live Measles and Polio Vaccine.” 
The Mead Johnson and Borden Awards will 
also be presented at these sessions. Nine motion 
pictures are scheduled from October 2 through 4. 

Section meetings will be devoted to allergy, 
cardiology, child development, diseases of the 
chest, military pediatrics, and surgery. Two-day 
seminars will be on September 30 and October 1 
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and half-day round tab'es from October 2 to 4. 
The Bret Ratner Memorial Lecture will be 
presented by Dr. Jerome Glaser, Rochester, N.Y., 
on “Prophylaxis of Allergic Disease in Infancy.” 
A banquet with music and floor show will be 
held on October 4. 
For further information contact the Academy 
Office, 1801 Hinman Ave., Evanston. 


Fracture association meeting 


The American Fracture Association is to have 
its annual meeting September 16-23 at the 
Shoreham Hotel in Washington, D.C. Part of 
the program will be a tuition-free postgraduate 
course on orthopedic surgery and fractures 
(worth 6 hours credit) on Sunday, September 
17 at the Georgetown University Medical Center. 


Milwaukee county society 
Conference 

“All that’s New in Medicine” will be the 
subject of the first annual Milwaukee Medical 
Conference October 19-20, sponsored by the 
Milwaukee County Medical Society, at Milwaukee 
County Hospital. All physicians and their wives 
are invited to attend the meeting and social 
events. 

It will be part of week-long postgraduate 
medical activity incorporating Wisconsin 
specialty societies, Marquette University School 
of Medicine, University of Wisconsin Medical 
School, medical alumni groups, and hospitals in 
the area. 

Over 20 speakers from the nation’s leading 
medical centers will participate in the discus- 
sions, which include internal medicine in clinical 
pathologic physiology of disease, presentations 
on radiology, and “What’s New” in various fields 
of medicine. 

Requests for further information should go to 
Wilson Weisel, M.D., Chairman, Milwaukee 
Medical Conference Planning Committee, 756 N. 
Milwaukee St., Milwaukee 2. 


Cancer society’s scientific 
Session in New York 

“The Physician and the Total Care of the 
Cancer Patient” will be the topic of the Scientific 
Session of the American Cancer Society’s annual 
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meeting October 23-24 in New York City’s 
Biltmore Hotel. 

Speakers from Chicago will be. Miss Edna 
Nicholson, Institute of Medicine, “The Role of 
Supporting Services in Caring for the Cancer 
Patient ;” Dr. Sammuel G. Taylor, III, Pres- 
byterian-St. Luke’s Hospital, “Internist’s 
Opinion ;” The Rev. Dr. Granger E. Westberg, 
University of Chicago, “Pastor’s Opinion ;” and 
Dr. Donald Oken, Michael Reese Hospital and 
Medical Center, “Psychiatrist’s Opinion.” 

For more complete information contact the 
Professional Education Section, American 
Cancer Society, 521 W. 57th St., New York 19. 


Mississippi Valley Society 
Dissolved 


The Mississippi Valley Medical Society was 
dissolved at a special meeting of its members in 
Quincy in June. The society, a not-for-profit, 
federal income tax-exempt, educational organi- 
zation, had been concerned with the _post- 
graduate medical education of general practition- 
ers in the upper and central Mississippi Valley 
states. However, since the American Academy 
of General Practice has largely taken over this 
field, it was felt advisable to dissolve, with all 
cash on hand, money in the Endowment Fund, 
and all equipment being given to the Society for 
Academic Achievement. 

The Mississippi Valley Medical Journal, 
official publication of the MVMS, ceased publi- 
cation in July and was incorporated with 
Clinical Medicine. 


Pay-as-you-learn TV 


Teleglobe Pay-T'V System, Inc., New York 
has formed the Medical TV Network, Inc. to 
bring to physicians postgraduate refresher 
courses, information regarding progress in 
medical techniques, and news of the latest drugs. 
An electronic device called “Medicoder” will in- 
sure closed circuit viewing of specialists giving 
live and recorded visually-illustrated lectures and 
demonstrations. Physician-subscribers will be 
charged a small monthly fee to cover the cost of 
the special portable T'V set, its servicing, and the 
production of the programs. 

Broadcasts are scheduled to begin later in the 
year in New York City and then move into other 
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major markets, using early morning hours such 
as 7:30 to 8:00 or 8:00 to 8:30 when local TV 
is not in use. The programs will be repeated on 
the week ends. 

A medical advisory board of physicians and 
surgeons will study programming to be used and 
serve as consultants on all aspects of the service. 
There will be no commercials, but pharma- 
ceutical firms will report on their research 
programs, new drugs, and developments in 
therapy. 


Public health awards founded 


The American Public Health Association has 
announced the establishment of the annual 
Bronfman Prizes for Public Health Achieve- 
ment by a grant from the Samuel Bronfman 
Foundation, Inc. The awards will honor out- 
standing current creative work leading directly 


to improved health for large numbers of people | 


and will be given for work of particu!ar effective- 
ness in applying newer scientific knowledge to 
community health rather than for achievement 
in basic or laboratory research. 

One to three prizes of $5,000 in cash and a 
commemorative symbol will be awarded annually, 
depending on availability of suitable candidates. 
First awards will be announced and presented 
during the association’s annual meeting in 
Detroit in November. 

With the establishment of the Bronfman 
Prizes, the Association this year continues to 
grant only one other award—the annual Sedg- 
wick Memorial Medal in recognition of long and 
distinguished careers in public health. 

In honoring application rather than discovery 
of new scientific knowledge with the Bronfman 
Prizes, the foundation and the association hope 
to increase understanding and appreciation of 
public health practice. 


PG course in gastroenterology 


The American College of Gastroenterology’s 
annual course in postgraduate gastroenterology 
will be given at the Sheraton-Cleveland Hotel in 
Cleveland, October 26-29. The course will 
cover the advances in diagnosis and treatment of 
gastrointestinal diseases, and faculty for 
it will be drawn from the medical schools in and 
around Cleveland. There will be comprehensive 
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discussions, an “x-ray classroom” of instructional 
demonstrations, and a class in cinegastrophotog- 
raphy. One session will be held at the Cleveland 
Clinic and one at the Cleveland Academy of 
Medicine. 

For futher information write the American 
College of Gastroenterology, 33 W. 60th St., 
New York 23. 


Urological association’s essay prize 


The American Urological Association is 

offering an annual award of $1,000 (first prize 
$500, second $300, and third $200) for essays 
on the result of some clinical or laboratory 
research in urology. Competition is limited to 
urologists who have been graduated not more 
than ten years and to hospital interns and 
residents doing clinical or laboratory research 
work in urology. Animal research is not neces- 
sary. 
For more information write the Executive 
Secretary, William P. Didusch, 1120 N. Charles 
St., Baltimore 1, Md. Essays must be received 
before November 15, 1961. 


CME becomes a university 


The College of Medical Evangelists, the 56- 
year-old medical education center in Loma 
Linda—Los Angeles, became Loma Linda Uni- 
versity July 1. Two liberal arts colleges, La 
Sierra College in Arlington and Pacific Union 
College in Angwin, are associating with the 
university organization. 


Birth rate declines 


The Public Health Service has reported that 
births in this country are estimated to have 
exceeded deaths in 1960 by 2,593,000. This 
represented a rate of natural increase of 14.4 
per thousand population, down slightly from the 
rate of 14.9 in 1959. 

The Service’s National Office of Vital Statistics 
found that the birth rate per 1,000 population 
decreased in 1960, compared with 1959, by 2.1. 
An estimated 4,247,000 babies were registered 
during 1960, about 2,000 fewer than in 1959, 
and an estimated total of 4,295,000 babies, in- 
cluding those who had not been registered, were 
born in 1960. 
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Films 

“The Next Step,” a 30-minute medical motion 
picture reporting on a successful community 
saturation program with the Sabin oral polio 
vaccine, presents detailed information on the 
development, manufacture, testing, immunization 
properties, and methods for using the new 
vaccine, which is pending licensure for general 
use in the United States. 

The film urges that when the Sabin vaccine is 
licensed, it be used in well-coordinated com- 
munity immunization programs under the 
leadership of the medical profession. 

Just such a program as advanced by the 
Dauphin County Medical Society in Harrisburg, 
Pa. is depicted in “The Next Step.” Sequences 
show how Dr. Thomas F. Fletcher, Jr., chairman 
of the society’s subcommittee on child health, 
conceived the program, interested his medical 
colleagues, and rallied some 100,000 persons 
behind a community saturation effort this past 
spring. 

Scenes from a similar, but smaller clinical 
program in the Greater Boston area are also 
incorporated in the film presentation. The black- 
and-white film was produced for the Pfizer 
Laboratories Medical Film Library by N. Weiss- 
man Productions, Inc. Technical assistance was 
provided by the U.S. Public Health Service and 
many of the physicians whose work is described 
in the motion picture. Versions of it will be 
available shortly to county medical societies, 
hospital staffs, public health groups, medical 
schools, and other related health units. It was 
premiered at the AMA meeting in June. 


A new teaching film, “The Diagnosis of Viral 
Meningitis,’ covers clinical diagnosis and 
epidemiological considerations ; the collecting and 
handling of specimens for the laboratory; de- 
finitive laboratory procedures for isolation and 
identification of etiologic agents; new and faster 
methods of laboratory diagnosis. 

It was prepared by members of the staff of 
the University of Kansas Medical Center and of 
the Kansas City Field Station Unit of the U.S. 
Health Service. It is 16 mm., color, sound, and 
runs approximately 35 minutes. It may be 
borrowed free of charge, except for return postage 
and insurance, by writing the National 
Foundation, Department of Professional Edu- 
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cation. At least three weeks’ advance booking is 
requested. 


Wayne State University College of Medicine, 
Detroit, is producing a physical diagnosis film 
series which can be used as a teaching clinic, 
basic science exercise, or as the story of a disease, 
sponsored by Ciba Pharmaceuticals, Inc. Six 
of the 16 mm. sound and color movies, based on 
a case bank of physical diagnostic signs—but 
not examination techniques, have been com- 
pleted, and another is in the making. They are 
“Introduction to Speech Disorders,” “Com-_ 
municable Disease,” “Gait and Musculo-Skeletal 
Disorders,” “Disorders of Motility,’ “The Ear 
and Hearing,” and “The Larynx.” 

The films, directed by Dr. Frederick J. Mar- 
golis, may be borrowed or purchased from the 
Audio-Visual Utilization Center, Wayne State 
University, Detroit. 


The National Foundation has released a new 
teaching film, for physicians and nurses, “The 
Diagnosis of Hidden Congenital Anomalies.” It 
was prepared by Virginia Apgar, M.D., director, 
division of congenital malformations, The Na- 
tional Foundation, and L. Stanley James, M. B., 
department of pediatrics, College of Physicians 
and Surgeons, Columbia University. The film 
demonstrates a simple method of examination, 
done in the first few minutes after birth, for the 
diagnosis of choanal atresia, laryngeal stenosis, 
tracheoesophageal fistula, intestinal obstruction, 
rectal atresia, cleft palate, and diaphragmatic 
hernia. 

It may be obtained free of charge from the 
Department of Professional Education, The 
National Foundation, 800 Second Ave., New 
York 17. At least three weeks’ advance booking 
is requested. 


Smith Kline & French Laboratories has 
brought out its 1961 catalogue of 16 mm. sound 
motion pictures available on a free-loan basis. 
Included are “Psychiatric Nursing,” one of four 
documentary films nominated for an Academy 
Award; three films from the new SK&F Teach- 
ing Film Series; the latest movie from the 
“March of Medicine” network TV series, “MD 
USA;” kinescopes of SK&F closed-circuit TV 
clinics; filmed reports by individual investiga- 
tors, and special Film Center productions. 
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The booklet contains 31 films, 11 in color, 
with 16 available only to professional audiences 
and the remainder suitable for lay viewing. A 
description of each, with length of viewing time, 
is included. Copies of the new booklet are avail- 
able from local representatives of SK&F or the 
Medical Film Center, 1500 Spring Garden St., 
Philadelphia. 


“External Cardiac Massage,” a film showing 
a recently developed technique for restarting 
hearts which have stopped beating—without 
opening the chest, was also released by SK&F 
Laboratories. The 21 minute, color movie is 
available on a free loan basis and was produced 
in cooperation with the technique’s originators, 
all of the Johns Hopkins Medical Institutions. 


“Hypoxia — Indications for Oxygen Ther- 
apy,” a film surveying the causes aad effects of 
hypoxia, has been completed by the Oxygen 
Therapy Department of Linde Company, Divi- 
sion of Union Carbide Corporation. Dr. Edwin 
R. Levine, director of inhalation. therapy at 
Edgewater Hospital and assistant professor at 
Chicago Medical College, is technical director 
and narrator. 

The 30 minute, 16 mm., sound and color 
movie, available on a free-loan basis, reviews the 
basic physiology of respiration and demonstrates 
clinical recognition of hypoxia’s major types. 

Featured is a photographic sequence of tissue 
hypoxia produced by coronary artery ligation in 
a dog’s heart and its improvement by oxygen 
inhalation. 

To obtain a print contact the nearest Linde 
oxygen therapy representative or Dept. HF, 
Linde Company, 270 Park Ave., New York 17. 
Adding an alternate showing date is advisable. 


Clinics for crippled children 


September 1 Chicago Heights (Cardiac), St. 
James Hospital 

September 6 Carmi, Carmi Township Hospital 

September 6 Carrollton, First Baptist Church 


ag | he trouble with worrying so much about your “security” in the future is that 
you feel so insecure in the present. — Harlan Miller 


September 6 Hinsdale, Hinsdale Sanitarium 

September 6 Rock Island (Cerebral Palsy), 
Foss Home, 3808 - 8th Avenue 

September 7% Effiingham, St. Anthony Memori- 
al Hospital 

September 12 East St. Louis, St. Mary’s 
Hospital 

September 12 Peoria (a.m. - Cerebral Palsy), 
(p.m. - General), Children’s 
Hospital 

September 13 Champaign-U rbana, McKinley 
Hospital 

September 13 Joliet, Silver Cross Hospital 

September 14 Anna, County Hospital District 

September 14 Sterling, Community General 
Hospital 

September 14 Springfield, St. John’s Hospital 

September 19 Alton, Alton Memorial Hospital 

September 20 Evergreen Park, Little Company 

of Mary Hospital 


' September 20 Jacksonville, Our Saviour’s 


Hospital 

September 21 Decatur, Decatur-Macon County 
Hospital 

September 21 Elmhurst (Cardiac), Memorial 
Hospital of DuPage County 

September 21 Rockford, Rockford Memorial 
Hospital 

September 26 Peoria, Children’s Hospital 

September 27 Aurora, Copley Memorial 
Hospital 

September 27 Centralia, St. Mary’s Hospital 

September 27 Springfield (Cerebral Palsy), 
Memorial Hospital 

September 28 Effingham (Rheumatic Fever), 
St. Anthony Memorial Hospital 

September 28 Sparta, Sparta Community 
Hospital 


Correction 

“A Case of Neuromyelitis Optica” by Homer 
B. Field, M.D., Blue Island, was presented at 
the Eye, Ear, Nose and Throat section meeting 
of the Society in May, 1960, not before the 
Section on Anesthesiology, as stated in the June, 
1961 Journal, page 362. 
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Northwestern to expand research program 


Clinical research at Northwestern University 
Medical School and Passavant Memorial Hospital 
is being expanded through a $2 million, 7-year 
program supported by the National Institutes 
of Health. The funds will be dispersed each year, 
beginning with a grant of $250,000 for 1961, 
and will increase each year until 1968. 

Northwestern’s research will be conducted at 
Passavant, where construction will begin 
September 1 on a 14-bed, self-contained research 
center on the third floor of the east pavilion to 
be comp.eted in late December, when the program 
will start. In addition to the present metabolism 
unit, there will be two more laboratories, a 
patient physiological observation room, an ex- 
ternal isotopic counting room, instrument room, 
and utility facilities. 

Co-principal investigators will be Dr. Richard 
H. Young, dean of the medical school, and 
Dr. David P. Earle, professor of medicine at 
Northwestern. Dr. Francesco del Greco, director 
of the metabolism unit and associate in medicine, 
will be director of the entire research facility. 
Other personnel will include a chemist, three 
technicians, secretary, dietary staff-of six, and 
a nursing staff of 18 for 24-hour service. 

A supervisory committee of representatives of 
both the school and hospital will be responsible 
for general policy, the quality of medical care, 
and distribution of beds among the various 
research projects undertaken in the center. 

The grant is one of 13 totalling $3,892,416 
made by Surgeon General Luther L. Terry of the 
U.S. Public Health Service on recommendation 
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of the National Health Council for new general 
clinical research centers in private institutions 
in 10 states and the District of Columbia. The 
program, begun in 1959 at the direction of the 
Senate Appropriations Committee, is aimed at 
enlargement and intensification of clinical 
research in a broad spectrum of diseases. 


Dr. Falls honored 

Dr. Frederick H. Falls, Oak Park, received 
the distinguished service award of the Illinois 
Interprofessional Council at its annual meeting 
for his devotion and contributions in the field of 


Dr. Frederick H. Falls 


medicine for the betterment and welfare of the 
people of the State. 

Dr. Falls has been a teacher, a consultant, and 
an author as well as a practicing physician. He 
was professor of obstetrics and gynecology and 
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head of the department at the University of 
Illinois College of Medicine from 1926 to 1954 
and is now emeritus professor. He had held a 
similar position at the University of Iowa five 
years before coming to Illinois. He was the 
founder of the Illinois Obstetrical and Gyneco- 
logical Society. 

He has held many positions including chair- 
manship of the Governor’s Advisory Committee, 
State Department of Public Health, and Chair- 
man of the Maternal Health Committee of the 
Illinois State Medical Society. He is president 
of the American Association of Maternal and 
Infant Health; and a fellow of the American 
Gynecological Society, American College of 
Obstetrics and Gynecology, American College of 
Surgeons, and the Illinois College of Surgeons. 

Besides numerous papers, he has written two 
text books, “Obstetrics and Gynecologic Nursing” 
and “Obstetric Nursing.” He also edited and 


published an atlas on Obstetrical ard Gynecolog- — 


ical Procedure. 
New research buildings at Michael Reese 


Michael Reese Hospital and Medical Center, 
an affiliate of the Jewish Federation of Metro- 
politan Chicago, has been given private gifts 
totaling $875,000 to help make possible the 
construction of two new research buildings. The 
two buildings, the $1,700,000 Alice and George 


Drawing of Alice and George Dreyfus Laboratory 


Dreyfus Laboratory and the $400,000 Laz Chap- 
man Institute of Pathology, are part of the $16,- 
000,000 expansion program. 

A gift of $300,000 towards contruction of the 
laboratory has been made from the estate of the 
late Alice Levy Dreyfus by Mr. and Mrs. Samuel 
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R. Rosenthal and son Martin, on behalf of the 
Dreyfus estate. Mr. Rosenthal, an attorney, is a 
partner in the firm of Sonnenschein, Lautmann, 
Levinson, Rieser, Carlin and Nath. 

Other grants for the laboratory are $700,000 
from the federal government and $75,000 from 
the Foundation for Cancer Research; and an 
additional $100,000 has been pledged by other 
friends of the hospital. This leaves a balance of 
$525,000 to be raised by the hospital. 

The Laz Chapman Institute will be built in 
the memory of Laz Chapman, who was president 
of H. Kramer & Co. for 20 years and a board 
member of the Jewish Federation. Upon Chap- 
man’s death last year, his friends formed the 
Laz Chapman Memorial Foundation and have 
undertaken to raise $400,000 for construction 
of the Pathology Institute. Chapman’s widow, 
Rose Kramer Chapman of Chicago, is honorary 
chairman of the Foundation. 

The Dreyfus Laboratory will be built adjoin- 
ing the Cummings Research Pavilion. Its six 
floors will house such research laboratories as 
the departments of hematologic research, cancer 
research, research in human reproduction, and 
gastro-intestinal research. The new building 
will replace facilities currently housed in the 
old Nelson Morris Research Institute Building. 

The Laz Chapman Institute of Pathology will 
be a two-level building adjoining the new Drey- 
fus building. The basement level will include 
pathology department facilities, and the upper 
floor will house laboratories for research, tissue 
banks, and facilities for training students. 

Groundbreaking for both buildings will take 
place in October. 


New chronic disease hospital 


The Chronic Disease Hospital, newest of the 
University of Chicago medical facilities, was 
dedicated July 12 “to the study and understand- 
ing of chronic disease, to its prevention, and to 
the amelioration of its ravages.” 

The National Institutes of Health have grant- 
ed $452,416 for the initial phase of research, and 
the University has earmarked an additional 
$800,000 for specific research projects. These 
studies will be carried out on one of the three 
floors of the new 104-bed building. The federal 
grant, which is expected to be renewed, will per- 
mit the medical school to admit some research 
patients to the new hospital for intensive study. 
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Research will center on such chronic diseases 
as heart, cancer, psychiatric disorders, metabolic 
and genetic diseases, and changes attendant upon 
the aging processes. 

A total of 20 full-time staff members of the 
university will be assigned to the program, in- 
cluding two dieticians, a social worker, five 
laboratory technicians, and a biometrician. 

The three floors of the hospital are identical, 
built on what the architects call a “racetrack” 
plan. The common service quarters are in the 
middle, with the rooms radiating around them. 
There are examining and interviewing rooms on 
each floor, as well as a large central activity area 
that provides space for dining for ambulatory 
patients, occupational therapy, excercise, and 
visiting. Kitchens are arranged so that patients 
who are able can take their meals on trays from 
a cafeteria line to the central activity area. 

All corridors are provided with hand-rails on 
both sides to assist infirm people in walking. 
The floors have treaded center paths with tile 
sides, so that the patients can have the security 
of a tread as well as a glazed surface for sliding 
a paralyzed or partially paralyzed leg. Patients 
returning for out-patient treatment can be 
brought directly into the hospital’s lower level 
to its physical therapy facilities. 

There is a direct connection to Billings Hos- 
pital on every floor to permit access to the operat- 
ing rooms and other treatment centers of the 
main units. 

The Chronic Disease Hospital has been built 
as a result of an affiliation agreement between 
the University of Chicago and the Home for 
Incurables which provided half of the $2,920,000 
construction cost. The Home for Incurables has 
given its former site to the university and will 
use its $2 million endowment toward the pro- 
gram of care for the aged and for the chronically 
ill. 


NU picks new program trainees 


Northwestern University announced final 
selection of 25 exceptionally gifted high school 
graduates as ‘pilot” enrolls in its revolutionary 
medical training program which shortens by two 
years the time necessary for the M.D. degree 
(The Journal, 117:372 (May) 1960). 

At the same time the university disclosed 
plans for a $7.5 million building addition to the 
Medical School on the Chicago campus. 
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The wing will house expanded research and 
library facilities and provide space for new “unit 
laboratories” which are an integral part of the 
revised medical curriculum for all students, 
beginning in 1963, 


New $7.5 million wing will adjoin the Ward 
Memorial Building (right) at Northwestern Uni- 
versity Medical School. The 15-story building con- 
taining 92,000 square feet of space will increase 
the education and research plant by 50 per cent. 


The new six-year program admits the 25 
“charter” students to Northwestern’s Medical 
School directly from high school. 

They begin revised premedical studies this 
September in the College of Liberal Arts on the 
Evanston campus. After two years of work that 
stresses the basic sciences, the pilot group 
transfers in 1963 to the Medical School, joining 
the regular incoming class of approximately 100 
others who have had the traditional three to four 
years’ premedical education. 

Thus, in six years, they will have achieved 
the professional degree. In eight years after high 
school graduation, they can earn the combined 
M.D.-Ph.D. degree. 

Of the 25 picked as “pioneers” in the new pro- 
gram, four are women. They represent nine 
states, and all are 1961 high school graduates. 
Their medical training is expected to take place 
chiefly in the new research-laboratory wing, a 15- 
story structure to adjoin the east edge of the 
Ward and Morton buildings in the Northwestern 
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University Medical Center complex, Chicago. The 
land now is used as a parking lot. Construction 
probably will begin in the spring of 1962. Costs 
of the building and equipment are to be raised 
through private contributions. 

Selection of the finalists was announced jointly 
by Dr. John A. D. Cooper, associate medical 
dean and director of the program, and C. Wil- 
liam Reiley, Northwestern director of admis- 
sions. 

The group averaged in the upper 2 per cent 
of their classes. They were in schools located in 
Illinois, Indiana, Wisconsin, Minnesota, Mis- 
souri, Ohio, Texas, Montana, and California. 

Eleven were either valedictorians or salutato- 
rians. All have participated heavily in a wide 
range of extracurricular activities in and out of 
school. They qualify for advanced work in chem- 
istry, mathematics, and in one of the humanities 
on the basis of superior achievements in high 
school and in examinations. 

In their opening two-year undergraduate 
period, they will devote about half their time to 
newly-developed courses in chemistry, physics, 
mathematics, and biology—arranged in coordi- 
nated, graduated sequence. Other courses of 
study will be in the arts, humanities, and be- 
havioral sciences. Seminars in the arts and hu- 
manities are scheduled during the junior and 
senior years. 

Planning of the integrated curriculum began 
in 1957 with a grant from the John and Mary 
Markle foundation. 

During the first three years of operation, an 
initial grant of $257,000 from the Common- 
wealth Fund of New York will provide financial 
support for faculty members developing and 
teaching new courses necessary to the program. 

The Commonwealth Fund also has pledged 
financial support for the proposed building. In 
addition, federal matching funds have been 
requested from the National Institutes of Health 
for construction of the research portion of the 
building. Several major philanthropic founda- 
tions will also be requested to pledge capital 
support for the educational portions of the 
structure. 

The new wing will face Superior St. and con- 
nect with the present Montgomery Ward Memori- 
al and Morton Medical Research buildings on 7 of 
its total 15 stories. It will contain 92,000 square 
feet of usable space. 
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The main feature of the new “unit” or multi- 
disciplinary laboratories for first and second year 
medical students will occupy two complete floors. 
Each unit laboratory will house 16 students on 
a “homeroom” basis. Space also will allow for the 
teaching of basic medical sciences in the same 
room. Another feature will be expansion of the 
Medical School library on the entire first floor, 
which will double the capacities of the reading 
room and stacks. A new rare book room also will 
permit housing and display of more than 10,000 
rare volumes, drawings, and manuscripts valued 
at more than $250,000. 

The remaining 12 floors will permit expansion 
of research in heart disease, tuberculosis, cancer, 
muscular dystrophy, Parkinson’s disease, sur- 
gery, and many other areas of major medical 
research. 

Northwestern hopes to begin construction in 
the spring of 1962. 


- Dr. Schulman to head department 


Dr. Irving Schulman, Glencoe, has been 
appointed head of the department of pediatrics, 
University of Illinois College of Medicine. He 
will replace Dr. Heyworth N. Sanford, who is 
scheduled to retire. Dr. Schulman is currently 
professor of pediatrics at Northwestern Uni- 
versity Medical School and _ director of 
hematology at Children’s Memorial Hospital. 
His appointment is effective September 1. 
Following his graduation from New York Uni- 
versity College of Medicine in 1945, he served 
as an instructor there and at Cornell University 
Medical College. He came to Northwestern in 
1958. 


State Council reviews hospital planning 


The Illinois Advisory Hospital Council met in 
July in Springfield to review the 13th annual 
state plan for the construction of hospital and 
medical care facilities in Illinois. 

In order to participate in the Hill - Burton 
program, each state must survey its need for these 
facilities, develop and keep current a state plan 
listing hospital and medical facilities, and set 
forth a coordinated program for construction of 
additional facilities. 

Consideration of the plan by the council and 
approval by Dr. L. L. Fatherree, director of the 
Illinois Department of Public Health, and the 
Surgeon General of the U.S. Public Health 
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Service, will enable Illinois to participate in 
federal funds appropriated by Congress. On the 
basis of bills introduced, Illinois’ share will 
be between $5 million and $6 million for the 12 
months beginning July 1. 

Illinois communities will share in this allot- 
ment on the basis of need for facilities as 
established by the state plan priority schedule. 
Both nonprofit associations and governmental 
agencies are eligible applicants for these funds. 


Society elections 


The 1961-62 officers of the Chicago Medical 
Society are Dr. Patrick H. McNulty, president; 
Dr. Casper M. Epsteen, president elect; Dr. Al- 
lison L. Burdick, secretary; and Dr. Edward W. 
White, treasurer. 


The Chicago Surgical Society elected the fol- 
lowing physicians as its 1961-62 officers: R. 
Kennedy Gilchrist, president; Chester C. Guy, 
vice president; Frederick W. Preston, secretary ; 
Paul V. Harper of Glencoe, treasurer, and Paul 
F. Fox, recorder. 


Dr. Grayhack first Kretschmer Professor 


Dr. John T. Grayhack, La Grange, has been 
appointed chairman of the department of urology 
at Northwestern University Medical School, suc- 
ceeding Dr. Vincent J. O’Conor who is retiring. 

The appointment is effective September 1 and 
coincides with establishment of the Herman L. 
Kretschmer Chair of Urology, in which Dr. Gray- 
hack will serve. The chair is named in honor of 
the world renowned Chicago urologist, former 
president of the American Medical Association 
and a Northwestern alumnus, who died in 1951. 
He donated more than $1.2 million to North- 
western in honor of his wife Lucy and son Edwin 
for research and special studies in urology. 

Dr. O’Conor will continue in private practice 
and in teaching and research at the medical 
school and Wesley Memorial Hospital. 

An associate professor of urology, Dr. Gray- 
hack is director of. the Kretschmer Laboratory 
and attending urologist at Passavant Memorial 
Hospital and at Veterans Administration Re- 
search Hospital. A graduate of the University of 
Chicago, he did graduate work at Johns Hopkins 
hospital and medical school, where he was a fel- 
low of the American Cancer Society and a 
member of the teaching staff. 
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Physician-Pastor research project 


The Rev. Dr. Granger E. Westberg, La 
Grange, associate professor of health and religion 
at the University of Chicago, is conducting a 
research project in La Grange for seventeen 
clergymen from that area who are taking a 
special postgraduate course at the university on 
“The Clergyman’s Responsibility in the Field of 
Health.” This is combined with weekly seminars 
at the local Community Memorial Hospital 
which have been meeting for a year and will 
continue to meet for another year. In them 
physicians join the clergymen for discussions of 
types of illnesses where the joint resources of 
pastor and physician can be used to aid the 
patient. The project is sponsored by the U.S. 
Public Health Service as a pilot study to test the 
possibility of inaugurating similar seminars of 
physicians and clergymen in local hospitals 
throughout the country. 

Dr. Westberg, who recently published a book 
on this subject, “Minister and Doctor Meet,” 
has a professorship at the university which 
combines teaching on both the medical and 
divinity school faculties. 


Awards 


Miss Stella L. Brueggen, R.N., for 15 years 
a member of the staff of the Illinois Society for 
the Prevention of Blindness, Chicago, has 
received the 1961 Mary M. Roberts Fellowship 
Award in Journalism—the first nurse from 
Illinois ever chosen from the national com- 
petition. The fellowship is given by the American 
Journal of Nursing Company to assist qualified 
nurse writers in skillfully interpreting nursing 
to their profession and the general public. The 
award includes full tuition fees for a year’s study 
at a recognized school of journalism of the win- 
ner’s choice, $3,000 to cover living expenses 
during the study year, and a three to six month 
internship on the journal’s New York staff. 

Miss Brueggen will also end her consultant 
duties to the Illinois Eye Bank, where she served 
as a consultant for the past five years, and to the 
Chicago Board of Education and the Archdioc- 
esan School Board. She will enroll this fall in 
Northwestern University’s Medill School of 
Journalism. Upon completion of her studies she 
plans to continue in public health nursing, 
specializing in eye care. 
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Miss Brueggen has a B.S. degree in public 
health nursing from Loyola University and did 
a year’s postgraduate work at Cook County 
School of Nursing. 


Forest Hospital appointment 


Dr. Ralph C. Greene has been appointed con- 
sultant in pathology at Forest Hospital, Des 
Plaines. He is currently associated with Ingalls 
Memorial Hospital and Holy Family Hospital, 
also in Des Plaines. He is a fellow of the College 
of American Pathologists and is certified by the 
American Board of Pathology. 


MACON 


New 50-Year Club members 


Three physicians were honored for 50 years 
of practice at a meeting of the Macon County 


Medical Association in June. The new members _ 


of the 50-Year Club are Dr. R. Zink Sanders and 
Dr. I. H. Neece, both of Decatur, and Dr. Sylves- 
ter J. Henry of Effingham. They were presented 
pins and a certificate from the Illinois State 
Medical Society. 

Dr. Sanders is past president and secretary of 
the Macon County Medical Society and has had 
an active part in city affairs. He is now president 
of the Park Board. 

Dr. Neece has been active in medical organiza- 
tions on local and state levels and was once 
physician for the city of Decatur. He is past 
president of the Illinois State Medical Society 
and has served on the Illinois division of the 
American Cancer Society. 

Dr. Henry has been in practice in Effingham 
since 1911. 

Dr. Andrew Hall, Mount Vernon, was speaker 
at the meeting. 


Dedicate 300-bed hospital 


The new $7.5 million St. Mary’s Hospital was 
dedicated August 5 and a public open house was 
held August 6 in Decatur. 

Construction of the 300-bed hospital began in 
the summer of 1958. During 1957, Decatur’s 
largest fund drive resulted in a $1.5 million 
citizen, industrial, and business donation for the 
hospital. Additional funds were provided by the 
Hospital Sisters of the Third Order of St. Fran- 
cis, operators of St. Mary’s, and several other 
hospitals in the Midwest. 
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Name change 


The name of the Norbury Sanatorium, Jack- 
sonville, has been changed to the Norbury Hos- 
pital because it was felt this better expressed the 
Institution’s orientation toward short-term 
intensive psychiatric therapy as contrasted to 
full-time custodial care that was formerly given 
patients. 


Grants for mental health service 


Grants amounting to $1,598,200 have been 
allocated for community mental health clinics 
and other special mental health services in the 
state, effective July 1. They show an increase of 
$335,000 over similar grants for the past year. 

Clinic grants total $1,434,250, about 80 per 
cent of which comes from the state mental 
health fund and the remainder from federal 
funds. Local funds from such sources as United 
Fund, Community Chest, fees and contributions 
from individuals and groups will amount to 
$1,395,674. 

A community clinic being developed at Aurora 
will receive a grant for the first time, raising the 
total to 32 such mental health units in this com- 
munity-based program. More than 12,000 pa- 
tients were seen last year in these clinics, about 
1,000 on conditional discharge from state hos- 
pitals. 

Additional grants totaling $163,950 for special 
mental health services were allocated to the 
following in Chicago: Retarded Children’s Aid, 
Hull House, for a day center for retarded adults, 
$37,500; Jewish Vocational Service for re- 
habilitation services to conditionally discharged 
patients from state hospitals, $18,000; National 
Council of Jewish Women, The Thresholds, for 
a day center for the mentally ill, $20,000 ; Illinois 
Children’s Aid Society, for psychiatric outpatient 
services for adolescents in residential program, 
$19,000. Others are Southern Illinois University, 
Carbondale, for community mental health plays 
program, $1,450; Peoria Association for Mental- 
ly Retarded, East Peoria, for training program 
for pre-school and young adult mentally retard- 
ed, $45,000; Illinois Department of Public 
Health for mental health film library, $5,000, 
and the Department of Public Welfare for use in 
training grants and mental health education, 
$18,000. 
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Communities interested in grants for local 
clinics may obtain information by writing 
Charles R. Meeker, Administrator, Community 
Mental Health Services, 403 State Office Build- 
ing, Springfield. 


General 


Impartial medical testimony rule adopted 


The Illinois Supreme Court on June 6 adopted 
Rule No. 17-2 pertaining to impartial medical 
testimony to become effective on September 5. 
It is as follows: 

“When in the discretion of a trial court it 
appears that an impartial medical examination 
will materially aid in the just determination of 
a personal injury case, the court, a reasonable 
time in advance of the trial, may on its own mo- 
tion or that of any party order a physical or 
mental examination of the party whose mental 
or physical condition is an issue. The examina- 
tion shall be made without cost to the parties by 
a member or members of a panel of physicians 
chosen for their special qualifications by the 
Illinois State Medical Society. The court admin- 
istrator and the deputy court administrator are 
charged with the administration of this Rule. 

“A copy of the report of examination shall be 
given to the court and to the attorneys for the 
parties. Should the court at any time during the 
trial find that compelling considerations make 
it advisable to have an examination and report 
at that time, the court may in its discretion so 
order. Either party or the court may call the 
examining physician or physicians to testify, also 
without cost to the parties. Any physician so 
called shall be subject to cross examination. The 
court shall determine the compensation of the 
physician or physicians.” 

By the adoption of the rule, impartial medical 
testimony in Illinois is extended to all of the 
Circuit and Superior Courts of this state. This 
is the culmination of several years of hard work 
by the Society’s Committee on Impartial Med- 
ical Testimony headed by Dr. Samuel Levinson, 
who succeed Dr. Richard J. Bennett. 


New AMA officers 


Dr. Leonard W. Larson of Bismarck, N.D., 
was installed as president of the American Med- 
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ical Association at its anuual meeting in June. 
Dr. George M. Fister of Ogden, Utah, member 
of the AMA Board of Trustees and previously 
a member of the House of Delegates, was named 
president elect. 

Two Illinois physicians became officers. Dr. 
Percy Hopkins, Chicago, was elected vice chair- 
man of the Board of Trustees, and Dr. Burtis 
E. Montgomery of Harrisburg was elected to 
the Council on Medical Service. 


Mrs. English calls for more community 
service 


In taking office as the president of the Wom- 
an’s Auxiliary to the American Medical Asso- 
ciation, Mrs. Harlan English, Danville, called on 
members across the country to develop strong 
local public service programs built on community 
needs. 

A number of community projects that doctors’ 
wives can take on voluntarily were cited by Mrs. 
English. They include homemaker service pro- 
grams; practical programs to help meet nutri- 
tional and recreational needs of older persons; 
civil defense educational programs; mental 
health activities, especially those dealing with 
alcoholism; programs for safety, poison control 
and water safety; fund-raising for medical 
education. 

Mrs. English succeeds Mrs. William Mackersie 
of Detroit. The new president elect is Mrs. 
William G. Thuss, Birmingham, Ala. 


Illinois physicians at annual meetings 


Dr. Charles K. Petter, medical director, Lake 
County Tuberculosis Sanatorium, Waukegan, 
was elected first vice president of the American 
College of Chest Physicians at its annual meet- 
ing in New York in June. Treasurer and assist- 
ant treasurer are Dr. Albert H. Andrews, asso- 
ciate clinical professor of bronchoesophagology, 
University of Illinois College of Medicine, and 
Dr. William E. Adams, Raymond, professor of 
surgery, University of Chicago School of Med- 
icine. 


Dr. Edwin R. Levine, assistant professor of 
clinical medicine, Chicago Medical School, won 
first prize for his film “Hypoxia—Indications for 
Oxygen Therapy” at the annual meeting of the 
American College of Chest Physicians in New 
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York. The awards for scientific motion pictures 
were conferred by Dr. Paul H. Holinger, chair- 
man of the Committee on Motion Pictures, in an 
award ceremony during the Presidents’ Banquet 
at the Commodore Hotel June 25. 


Dr. Lindon Seed, associate professor of sur- 
gery at the University of Illinois, was elected 
president of the Society of Nuclear Medicine at 
its annual meeting in Pittsburgh. Dr. Y. T. 
Oester, Chicago, was elected to the Board of 
Trustees at the meeting. 


Deaths 


NaTHANIEL I, Baskinp*, Chicago, a graduate 
of the University of Illinois College of Medicine 
in 1913, died June 28, aged 69. He had practiced 
in the Englewood area over 40 years was on the 


board of trustees of the Chicago Medical School - 


since 1952. He and his wife established a medical 
scholarship fund at the University of Chicago, 
and in 1959 he was awarded a plaque by the 
Valentine Boys Club for his work with youth. 

B, Barker Brrson*, Riverside, a graduate of 
the University of Illinois College of Medicine 
in 1906, died July 2, aged 78. He was a former 
professor and director of the department of 
dermatology at Loyola University’s Medical 
School and was attending dermatologist at Mercy 
Hospital and chief of the skin disease depart- 
ment at Cook County Hospital. 

Joun H. Brantey*, retired, La Jolla, Cal., 
a graduate of the St. Louis College of Physi- 
cians and Surgeons in 1895, died September 27, 
aged 88. He was an emeritus member of the 
Illinois State Medical Society and a member of 
its 50-Year Club. 

M. DiMarca*, Chicago, a graduate 
of the Royal University of the Palermo Medical 
School, Italy, in 1923, died May 14, aged 65. 

Epwarp V. Donovan*, Chicago, a graduate 
of the University of Illinois College of Medicine 
in 1920 died November 9, aged 66. 

Leo J. Fuuier, Chicago, a graduate of the 
Chicago Medical School in 1918, died February 
15, aged 72. 

Russett D. Herrouip*, Chicago, a graduate 
of the Rush Medical College in 1915, died 
September 28, aged 71. He was an attending 
physician at St. Joseph Hospital, Chicago, and 
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for many years was on the urological staff of 
Cook County Hospital. From 1922 to 1926 he 
was an instructor at the University of Illinois 
College of Medicine, assistant professor of gen- 
itourinary Surgery there from 1927 to 1935, 
associate professor from 1935 to 1957, and 
professor emeritus until his death. He was a 
consultant in venereal diseases to the U.S. Public 
Health Service for almost 25 years. He was 
president of the Chicago Urological Society from 
1927 to 1928 and its secretary during World 
War II. From 1949 to 1950 he was president of 
the American Urological Association and _ sec- 
retary of its North Central Section from 1946 
until then. 

Henry H. Hurp*, retired, Virgin Islands, 
a graduate of the St. Louis University School 
of Medicine in 1927, died June 22, aged 62. He 
had practiced in East St. Louis for 40 years 
before retiring. 

GreRALD W. JanKkowicz, Chicago, a graduate 
of the University of Illinois College of Medicine 
in 1949, died July 2, aged 37. He was on the 
staff at Northwestern University Medical School. 

G. Pittsfield, a graduate 
of the Temple University School of Medicine, 
Philadelphia, in 1938, died June 6, aged 47. 
He was a resident surgeon at the Bishop Clark- 
son Hospital in Omaha, Neb., in 1940 and at 
the University of Nebraska Medical School in 
1941, also teaching surgery there until 1944. 
He had lived in Pittsfield since 1944 with the 
exception of 1953-55, when he served as consult- 
ant for the Third Air Force at the United States 
Surgical Park in Wimpole Park, England. 

He was a member of the Illinois Surgeons 
Society, the Rotary Club, the Pike-Calhoun 
Medical Society, a fellow of the American Col- 
lege of Surgeons, and a diplomate in surgery. 
This spring he received the first Mary Barkely 
award from Pittsfield high school given to a 
citizen for outstanding interest in education. He 
served on the school board there from 1957 until 
1960. 

CuirForp R. Layton, Chicago, a graduate of 
the Chicago College of Medicine and Surgery in 
1910, died June 1, aged 74. He had practiced in 
Chicago over 50 years, half of which were spent 
with the city health department before going 
into private practice 25 years ago. 

BenJAMIN M. Napier, Chicago, a graduate of 
the Chicago College of Medicine and Surgery in 
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1912, died June 21, aged 78. A north side physi- 
cian for over 50 years, he was on the staff of 
Franklin Boulevard Hospital. 

CHarLes NeuMANN*, Chicago, a graduate of 
the Reliance Medical College in 1909, died 
January 13, aged 91. 

Epmonp E. Ricuarpson*, Mattoon, a grad- 
uate of the Hahnemann Medical College in 1903, 
died October 9, aged 86. 

Puiuip A. Rosse*, Chicago, a graduate of the 
Northwestern University Medical School in 
1906, died June 7, aged 63. 

GrorGE Rosen*, Chicago Heights, a graduate 
of the Chicago Medical ‘School in 1939, died 
March 2, aged 51. 

Hyman I. Sapoznik*, Chicago, a graduate of 
the Loyola University School of Medicine in 
1929, died June 22, aged 56. He practiced in 


Holiday cholesterol 


The only recent reference to seasonal choles- 
terol patterns found is a report by Means and 
Andrews who attempted to determine, in ewes, 
whether a theoretical increase of thyroid activity 
during cold weather is accompanied by a de- 
crease in cholesterol level. They reported no 
significant difference in the seasonal cholesterol 
levels of ewes living in a naturally fluctuating 
environment. Their data, however, show that 
the highest mean cholesterol level for several 
groups of ewes occurred on December 21, with 
other high levels in March, April, and October. 
The lowest levels for these same groups occurred 
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Chicago 25 years and was an attending physi- 
cian at Michael Reese Hospital. He was medical 
director of Fox River Hospital in Batavia and 
was on the staff of Weiss Memorial Hospital. 

Epwarp H. Warzniak*, Chicago, a graduate 
of the Chicago Medical School in 1933, died 
June 24, aged 56. He was on the staff of the 
Central Community Hospital. 

JoHN C. retired, Toulon, a 
graduate of Loyola University School of Med- 
icine in 1921, died October 10, aged 70. 

Raymonp F. Wricut, retired, Chicago, a 
graduate of the Illinois Medical College in 1910, 
died June 17, aged 79. He had been chief med- - 
ical officer for the Chicago Board of Health for 
42 years before retiring four years ago. 


*Indicates member of Illinois State Medical Society. 


in May and September. Their findings, therefore, 
are somewhat similar to ours. 

From our limited observations there was no 
striking correlation between the amount of 
physical activity and the cholesterol level. It is 
also open to question whether seasonal changes 
in dietary fat or stress at the Christmas season 
played any important role. It seems quite pos- 
sible that there are other biologic or technical 
factors more closely associated with the observed 
seasonal trend of cholesterol level than those so 
far considered. Caroline B. Thomas, M.D., et al. 


’ Observations on Seasonal Variations in Total 


Serum Cholesterol Level Among Healthy Young 
Prisoners. Ann. Int. Med. March 1961. 
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BOOK REVIEWS 


MoperNn OccupaTionaL Mepicine. A. J. Flem- 
ing, C. A. D’Alonzo, and J. A. Zapp. $12. 
Pp. 587. Philadelphia, Lea & Febiger, 1961. 
This volume is written by contributors who 

have had extensive experience in the occupation- 

al aspects of medicine, especially as related to 
the chemical industry. The experience is largely 


that originating from the E. I. du Pont de_ 


Nemours & Company. 

In addition to the professional medical duties 
which occupy a great deal of the industrial phy- 
sician’s time, there are medical and administra- 
tive phases of concern such as industrial rela- 
tions, employee relations, preventive medicine, 
and research in degenerative diseases. These 
subjects are adequately and concisely covered by 
the contributors. Chapters deal with such phases 
as organization of a medical department for in- 
dustry, the physical environment of the worker, 
toxicology, poisoning, biostatics, emotional and 
psychiatric problems, and industrial noise. The 
material related to the industrial back is of 
value as well as a discussion of medico-legal 
problems. For any physician practicing in an 
industrial environment this book will certainly 
be of value. 

W. Harrison Mehn, M.D. 


TEXTBOOK OF PaTHoLoGy. William Boyd, M.D. 
Ed. 7. $18. Pp. 1357. Philadelphia, Lea & 
Febiger, 1961. 

This textbook has been a favorite of students 
for almost two decades. It has been revised and 
as the author states, “rewritten with function as 
well as structure in mind.” 

Part I now is entitled “Principles of Pathol- 
ogy” because general principles governing dis- 
eases are stressed. Part II, entitled “Regional 
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Pathology,” deals with the practical application 
of the theories and principles mentioned in Part 
I. 

This book, as with other editions, reveals that 
Boyd was an internist before going into pathol- 
ogy. He views pathology as physiology gone 
wrong. The basic features of pathologic lesions 
are well described, but the book is enhanced by 
the way in which the author correlates symptoms 
with the disordered function of the diseased 
structures. 

New chapters have been added to the book in 
keeping with advances in medicine. The chapter 
on immunity and hypersensitivity, for example, 
brings us up-to-date on hypersensitivity, auto- 
immunity, autoimmune diseases, and tissue trans- 
plantation. Less space is given to old diseases, 
and many of the old pictures and colored plates 
were discarded. 

The clinician who has been out of school fif- 
teen or more years will enjoy the refresher course 
that can be obtained from a book of this type. 
There is enough of the clinical to make the path- 
ologice interesting. 

T. R. Van Dellen, M.D. 


FUNDAMENTALS OF NERVE Buiockine. Vincent J. 
Collins, M.D. $9.50. Pp. 354. Philadelphia, 
Lea & Febiger, 1960. 

This is a book which will serve as a text and 
source book for those interested in techniques, 
principles, and problems involved in nerve 
blocking for regional anesthesia and therapeutic 
purposes. The volume is well organized. A sec- 
tion deals with principles and problems of nerve 
blocking and includes an interesting section on 
the development of procedures now utilized. An- 
other section discusses anesthetic agents with 
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methods of potentiating the action along with 
the toxicology of these agents. Actual techniques 
are illustrated and described for most areas of 
the body. In addition, indications for the proce- 
dures are given with methods of determining 
the degree of success. 

This volume will serve well the physician or 
student who is seeking additional information 
and guidance in the use of nerve blocking both 
for anesthesia and therapy, and it will be of 
special value to those who are in a training 
program and those who are actually engaged in 
the practice of anesthesia. 

W. Harrison Mehn, M.D. 


MEANING AND MetHops OF D1AGNosIs IN CLINI- 
cAL Psyou1aTry. Thomas A. Loftus, M.D. 
$5. Pp. 169. Philadelphia, Lea and Febiger, 
1960. 

This compact and unusual little book, new on 
the scene, is as welcome to the reader in general 
psychiatry as the new compact car to the driving 
public. After a rich experience in teaching of 
undergraduates and residents, and his work with 
psychoanalytic trainees, Dr. Loftus has assembled 
his observations into an easily read and under- 
standable little volume. 

This compendium of experience together with 
current beliefs and even conflictual material is 
presented to the reader in a fashion that is not 
difficult to follow. For example, Dr. Loftus em- 
phasized in Chapter I, entitled “The Meaning 
and Method of Diagnosis,” that there is little 
specificity but instead confusion as to diagnosis 
because of the variables in the sociological situa- 
tion. He spends almost one third of the book 
defining disease concepts, methodology in diag- 
nosis, and definition of terms. The usual symp- 
tom complexes present in most classifications are 
clearly, but briefly, defined, and the author em- 
phasizes that each of these groups may merge in- 
to each other and are not clear cut. He tells the 
reader to remain flexible in his thinking so that 
management and therapy can be directed not 
only to the working but also to the final diag- 
nosis. Chapter I is designated as the reference 
source for the balance of the book. 

Of almost equal weight, is the next major area 
which includes chapters on Psychiatric History 
Taking, The Psychiatric Examination, and 
Comparative Histories, each illustrating some 
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specific reaction type. Dr. Loftus compares the 
taking of a history to a definite laboratory exer- 
cise. Finally, there is a brief chapter on the Psy- 
chiatric Consultation, Emergency Consultation, 
Doctor-patient Relationship, and the use of 
Drugs in Diagnosis. 

This book will never become a standard text- 
book but is intended to supplement standard 
texts in general psychiatry diagnosis. It is use- 
ful to the undergraduate because it is easy to 
absorb, and the student can utilize the psy- 
chopathology presented. The psychiatric resident 
should own this little book so easy to use in the 
busy day. Even the general practitioner who is 
attempting to have a knowledge of the direction 
in psychiatry at present would do well to obtain 
this book. For the psychiatrist who subscribes 
to only one specific point of view, Dr. Loftus is 
much too eclectic. Regardless, this volume is so 
well written, so understandable, and so carefully 
prepared, that it is easily recommended. 

Louis D. Boshes, M.D. 


Sea WirHin. William D. Snively, Jr., M.D. 
$3.95. Pp. 150. Philadelphia and Montreal, J. 
B. Lippincott Company, 1960. 

This slim, well illustrated monograph explains 
the complex story of our internal fluid environ- 
ment. That it briefly and clearly does so is a 
tribute to the author, an Indiana neighbor and 
graduate of the University of Illinois and North- 
western University. He has undertaken the task 
of exposition of this intricate subject so that this 
book might be of value to scientifically interested 
lay persons as well as to students for use as an 
introductory background text. The purpose has 
been achieved, and the product is a genuinely 
interesting, scientifically accurate, well-indexed 
volume which is easily read in one evening. 

Early in the book the author justifies the 
metaphor of the title. Then he avoids the trap 
of complicating his subject by entanglement with 
too much allusion and simile. Thereupon he 
leads the reader down the circuitous paths of 
fluid compartmentation, ionic theory, fluid se- 
cretion and excretion, and units of measure. This 
is done without confusion by use of common- 
place, often homely, examples which keep the 
text interesting. 

Pathologic abnormalities of water deficit and 
excess, electrolyte deficit and excess, and alkalo- 
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sis and acidosis are explained. It is amazing that 
such clarity of thought and simplicity of pres- 
entation has eluded more sophisticated medical 
texts on this same subject. 

After touching briefly on the subjects of vita- 
mins, calories, and hypoproteinemia, the author 
explains how physicians deal with abnormalities 
of the body fluids. He emphasizes treatment of 
the patient rather than treatment of the labora- 
tory report. Finally he indicates that our knowl- 
edge of body fluids is a relatively recent acquisi- 
tion when viewed in its relationship to recorded 
time, and that profound though this knowledge 
is, it merely hints at the revelations which are 
yet to come. 

This book can be recommended to students, 
nurses, and to those physicians who desire a 
brief nontechnical review of this lengthy, com- 
plex subject. 

John J. Bergan, M.D. 


THE Merck Manuat. Ed. 8. $7.50. Pp. 1,900. 

Rahway, N. J., Merck & Co., Inc., 1961. 

The tenth edition of The Merck Manual, con- 
taining contributions from over 100 authorities 
in various medical fields, was published this 
spring. The new edition has grouped into one 
chapter several hundred carefully selected pre- 
scriptions, including the most recent medicinal 
advances, and combined it with nine special ther- 
apy chapters into one section. Previously, pre- 
scriptions had been divided among the main sec- 
tions of the manual. 

The new volume contains 384 chapters on the 
diagnosis and treatment of diseases. Chapters 
are grouped into 21 thumb-indexed main sec- 
tions, each covering a specific field of practice. 
Over 20 new subjects, additional tables, and 
original illustrations have been added, and other 
material has been revised or updated. Part II 
presents suggestions on medical procedures and 


JZ is not what man does which exalts him, but what man would do! — Robert 
Browning 


techniques with practical reference materials 
and tables. 


THE oF A MepicaL CAREER. Essays on 
the Fields of Medicine. Edited by Joseph Gar- 
land, M.D., and Joseph Stokes III, M.D. $5. 
Pp. 231. Philadelphia, J. B. Lippincott 
Company, 1961. 

Chapter One, “The Art and the Science,” by 
Dr. C. Sidney Burwell excellently summarizes 
the changes that are occurring in the structure 
and function of American medicine and the role 
of educators in meeting these changes. The im- 
portance of the physician in the prevention, diag- 
nosis, and management of illness and also to 
both the patient and the family in which health 
and illness take place all receive the proper 
emphasis. The last chapter by Dr. William B. 
Bean, “Caritas Medici,” concludes the little book 


‘in this same vein. 


The essays in between those by Drs. Burwell 
and Bean, constitute rather detailed descriptions 
of the nature and preparation for 19 of the 
principal specialty areas of medicine — including 
an essay on “General Practice” by Dr. Daniel 
M. Rogers and another on the basic “Medical 
Sciences” by Dr. W. Barry Wood, Jr. These 
chapters emphasize the fact that the totality of 
knowledge important to medicine has long out- 
reached the intellectual capacity of any one man 
and tells how this knowledge has had to be 
fragmented into learnable parts. Hence the 
specialism which now characterizes modern 
medical practice. 

It is probable that, except for the essays of 
Drs. Sidney Burwell, Barry Wood, and William 
Bean, this book will be of greater interest to 
young people already committed to the study 
of medicine than to those who may still be un- 
certain. 


Ward Darley, M.D. 
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Ragistries of the Registry of P. athology 


Registry | 


Bladder Tumor 
Cardiovascular 
Pathology 
Chest Tumor 
Dental and Oral 
Pathology 


Dermal Pathology 


Endocrine Pathology 


Female Reproductive 
System 


Forensic Pathology 
Gastro-intestinal 
Tract 


Genito-urinary 
Tract 


Gerontology 
Hepatic Pathology 


Kidney Tumor 


Leprosy 


Lymphatic Tumor 


Neuropathology 


Sponsoring Society 
American Urological 
Association 


American Heart 
Association 


American Association 
for Thoracic Surgery 


American Dental 
Association 


American Academy of Derm- 
atology and Syphilology 


None 


American Society of 
Clinical Pathology 


College of American 
Pathology 


American Society of 
Clinical Pathology 


American Urological 
Association 


Gerontclogical Society 


American Gastroenterologic 
Society 


American Urological 
Association 


Leonard Wood Memorial 


American Association of 
Pathology and Bacteriology 


American Association of 
Neuropathology and 
Americon Psychiatric 
Association 


Date Registrars 
1927 Dr. F. K. Mostofi 


1948 Dr. W. C. Manion 

1940 Dr. S. H. Rosen 

1933 Capt. L. S. Hansen, 
DC, USN 


1937 Dr. E. B. Helwig 


1948 Dr. G. H. Klinck 
1952 Dr. R. D. Neubecker 


1958 Major E. H. Johnston, 
MC, USA 
1952 Dr. E. B. Helwig 


1947 Dr. F. K. Mostofi 


1945 Dr. G. H. Klinck 
1949 Dr. H. Smetana 


1938 Dr. F. K. Mostofi 


1950 Dr. C. H. Binford 
1925 Dr. R. J. Lukes 


1942 Dr. W. Haymaker 
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Nutritional American Institute of Dr. R. H. Follis, Jr. 


Pathology Nutrition 


Ophthalmic American Academy of 1922 Dr. L. E. Zimmerman 
Pathology Ophthalmology and 
Otolaryngology 


Orthopedic Dr. L. C. Johnson 


Pathology 


American Society of 
Clinical Pathology 


Otolaryngic American Academy of 1935 Dr. S. H. Rosen 
Pathology Ophthalmology and 
Otolaryngology 


Pediatric American Academy of 1956 Dr. H. Smetana 
Pathology Pediatrics 


American Urological 1943 Dr. F. K. Mostofi 
Association 


Prostatic Tumor 


Radiologic American College of Radiol- Colonel W. L. Thompson 
Pathology ogy, American Roentgen 
Ray Society and Radiologi- 


cal Society of North America 


Testicular Tumor American Urological 1959 Dr. F. K. Mostofi 
Association 


Veterinary American Veterinary 1944 Colonel F. D. Maurer, 
Pathology Medical Association vc, USA 


List supplied by Armed Forces Institute of Pathology, Washington 25, D.C. 
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Antivert stops vertigo 


moderate to complete 

relief of symptoms 

in 9 out of 10 patients’ 

Prescribe one ANTIVERT tablet (or 1-2 teaspoonfuls ANTIVERT syrup) 3 times daily, before 
each meal, for prompt relief of vertigo, Meniere’s syndrome and allied disorders. Side effects 


are short-lived, usually only harmless flushing and tingling associated with vasodilation. As 
with all vasodilators, ANTIVERT is contraindicated in severe hypotension and hemorrhage. 


Supplied: Small blue-and-white scored tablets (meclizine HCI 12.5 mg. and nicotinic acid 
50 mg.) in bottles of 100. Syrup (each 5 cc. teaspoonful contains meclizine HCI 6.25 mg. and 
nicotinic acid 25 mg.) in pint bottles. Prescription only. Bibliography available on request. 


Reference: 1. Scal, J. C.: Eye Ear Nose & Throat Month. 38:738 (Sept.) 1959. 
And for your aging patients— New York 17, N.Y. 


NEOBON® Capsules Division, Chas. Pfizer & Co., Inc. 
five-factor geriatric supplement Science for the World’s Well-Being® 
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Burns and carcinoma 


The most important clinical finding, however, 
is that most of the cancers in burn scars occur 
in areas that have not been grafted. The greatest 
incidence is associated with deep burns that 
healed slowly, remaining ulcerated and irritated 
over long periods. 

The most common type of cancer encountered 
in burn sears is squamous cell carcinoma, which 
forms in Marjolin ulcers, originating in thick 
scar tissue. These lesions may invade muscle, 
tendon or bone, although they extend slowly. The 
scar tissue may undergo alternating changes of 
healing and ulceration, may become thickened 
and resemble a keloid, or may remain superficial 
and loose. Invariably in malignant lesions in 
burn scars, inflammation and infection develop, 
which may stimulate growth and metastasis. 

In the most superficial burn scars, in which 
the hair follicles and sweat glands have not been 
destroyed, basal cell carcinomas may develop. 
Salvador Castanares, M.D. Malignant Degenera- 
tion in Burn Scars. California Med. March 
1961. 


Costly controls 


Cost of the Con Edison (NewYork) air pollu- 
tion control program, undertaken since the 
establishment of the department, is approx- 
imately $60,000,000. Since 1937, Con Edison 
has spent in excess of $100,000,000 on air 
pollution control. In spite of this expenditure, 
the general public is not aware of this continuing 
program, and much of the publicity given to it 
has come from the Department of Air Pollution 
Control. Because of the department’s belief that 
more publicity should be given to the program, 
the department during 1960 constantly called 
upon Con Edison to make the facts known, and 
time was given to the air pollution control pro- 
gram on Con Edison’s news and weather shows 
on radio and television. In spite of this, the 
department still believes that more must be done 

_by Con Edison to acquaint the public with the 
cost and work involved in this air pollution 
control program. 1960 Annual Report of the 
City of New York's Department of Air Pollution 
Control. Vol. VII, No. 5. May 1961. 


H 
For information contact 


MEDICAL DIRECTOR 


NORTH SHORE HOSPITAL 
225 SHERIDAN RD — Hillcrest 6-0211 


—for psychiatric treatment and research 


Gavcand “Sima 
treatment 
of emotional 

disorders 


NORTH SHORE 
HOSPITAL 
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A new name in Pharmaceuticals 


Philips Roxane comes to you as a new name 
in American pharmaceutical manufacture. But 
our roots go deep. We have well-established 
resources in this country. In Holland and 
elsewhere in Europe, we have access to 
research from which substantial contributions 
have been made in the areas of human, 

animal and plant health. 


A wide range of new pharmaceuticals is now 
being developed which will have significant 
usefulness to you in your practice. 


For example, extensive studies are now being 
carried out in organic synthesis, vaccines, and 
radioactive isotopes. Some of these 
pharmaceuticals and biologicals are presently 
undergoing clinical trials in this country. 


One research project nearing completion is 

a measles vaccine, now undergoing extensive 
U.S. clinical trial. Another preparation, soon 
to be available, is a progestational agent 

which gives promise of offering distinct 
advantages over those presently available. 

A true progestin, it will have wide application in 
female disturbances without androgenic, 
estrogenic, or corticosteroid side effects, © 


Philips Roxane has acquired affiliates 
throughout the United States, where research 
and development in human, animal and plant 
medicines are being greatly extended through 
their production facilities and sales 
organizations. 


The name Philips Roxane will become as 
familiar to you as the names of many other 

fine pharmaceutical houses in this country, 
whose products and people serve you faithfully. 


™ 
COLUMBUS, OHIO  svssioiary oF ec 


PHILIPS ROXANE, INC. 
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Introducing 
we 
ECTRONICS AND PHARMACEUTICAL INDUSTRIES CORP. 


For 
NERVOUS and MENTAL 
DISEASES 


* 


Edward Ross, M.D., Medical Director 
BATAVIA PHONE 
ILLINOIS TRemont 9-1520 


Classified Ads 


RATES FOR CLASSIFIED ADVERTISEMENTS — For 30 words or less: 1 
insertion, $3.00; 3 insertions, $8.00; 6 insertions, $14.00; 12 insertions, 
$24.00; from 30 to 50 words: 1 insertion, $4.00; 3 insertions, $10.50; 
6 insertions, $20.00; 12 insertions, $30.00. Extra words: 1 insertion 
10c each; 3 insertions, 25c each; 6 insertions, 40c each; 12 insertions, 
50c each. A fee of 25c is charged for those advertisers who have answers 
sent care of the Journal. Cash in advance must accompany copy. 


PHYSICIANS SEEKING LOCATIONS IN ILLINOIS — are notified to 
contact the Physician’s Placement Service in the office of the I!linois 
State Medical Society, 360 N. Michigan Ave., Chicago 1, Illinois. A 
file listing communities seeking physicians is maintained. There is no 
charge for this service of the Society. - 
WANTED: Pediatrician, OB/Gyn, Orthopedic Surgeon, Gastro enterologist, 
Allergist to join 16-man Clinic. Starting salary 16,000-$18,000. Part- 
nership status after one yr. Weber Medical Clinic, 600 E. Main St. 
Olney, I 8/61 
WANTED: To contact doctor interested in locating in small town center 
of prosperous community. Write Joe A. Shewmon, Stillman Valley, Illinois. 


FOR SALE: Fully equipped new office building. Reasonable. Private 
parking area for patients. Doctor was in genera practice for 28 years. 
Town of 20,000 with 2 hospitals. Contact Box 329, c/o Ill. Med. 
Journal, 360 N. Michigan Ave., Chicago 1, Ill. 8/61 


PHYSICIAN with or without psychiatric experience for 1700 bed progres- 
sive neuropsychiatric hospital. Salary $10,635 to $13,730. Extra allow- 
ance of 15% if board certified. Write: Manager Veterans Administration 
Hospital, Danville, Illinois. 


OPENINGS FOR STAFF PSYCHIATRISTS, ASSISTANT CHIEF OF THE 
MEDICAL SERVICE AND ADMITTING PHYSICIAN AT VA _ Hospital, 
Jefferson Barracks, St. Louis, Missouri — 815 ted psychiatric hospital, 
including Medical and Surgical, TB, and Neurology Services. Hospital lo- 
cated 12 miles from downtown St. Louis, a medical and cultural locality. 
Affiliated with St. Louis University School of Medicine and Washington 
University School of Medicine. Salaries up to $13,760 depending on 
qualifications. Retirement, insurance, leave and ottier Government benefits. 
Citizenship and license by some State required. Contact Manager, VA 
Hospital, Jefferson Barracks, St. Louis 25, Missouri. 


FOR SALE: Entire office equipment. Examination table, instrument 
cabinet, large illuminator, desks, filing cabinets etc. Also one deep and 
one superficial x-ray therapy machine. No article more than 10 yrs. 
old. Physician-radiologist retiring for reason of health. Write to: Suite 
319, Cleaveland Building, Rock Island, Illinois. 


WRITERS’ CRAMP CAN BE CURED! For research, editing and writing 
help from an A.M.A.-trained editor, call or write Helen Bugbee, 1441 
N. State, WH 4-5014. 


11005 S. Kedzie Ave. 18 X 60 office in very active shopping area 
(Mt. Greenwood) black top parking adjoining — ideal for 2 or more 
practitioners. Call Mr. Sabeila — Beverly 3-0800. 


Gen. SURGEON, 36, family, board-qualified, vascular & chest experience, 
research & publications, seeking grp, partn, assoc. or solo practice. Box 
337, c/o Ill. Medical Journal, 360 N. Michigan Ave., Chicago 1, Ill. 

9/61 


St. Louis, Missouri — Residents immediate opening-yearly contract; with 
ECFMG certification, permanent visa; new, voluntary, General Hospital, 
JCAH accredited, 150 beds, in St. Louis, two medical schools close; well 
supervised Resident Program; living accommodations available; liberal 
salary. Write Box 338, c/o Ill. Medical Journal, 360 N. Michigan Ave., 
Chicago 1, Iil. 


NOW RENTING SPACE in a new modern medical center 6420 California 
and Devon. Facilities for 25 to 30 doctors. Pharmacy, X-Ray, and lab. 
Private and public waiting room. Near hospitals. Centrally air-conditioned. 
Ample parking. Complete building services. Excellent public transportation. 
Phone ALpine 6-0924. 


WANTED: Locations for locum tenens Taking a vacation? Contact Physi- 
cians Placement Service of Illinois State Medical Society, 360 N. Mich- 
igan Ave., Chicago 1, Illinois, for list of available physicians. No fee. 
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Identifying problem-drunks 


Alcohol in the blood at work was also seen as 
a serious threat to job security; the scale re- 
vealed that frequent use of alcohol during the 
work day or before going to work did not occur 
until personality, physical and hangover signs 
were substantially present. However, alcohol in 
the blood was not generally conceived to be as 
serious a job threat as excessive absence. Thus 
drinking before or during the work day was 
risked because it served the function of enabling 
the man to be at work, thereby avoiding the 
greater risk of more absenteeism. 

The most significant observable signs of 
drinking before or during the work day included 
the aroma of alcoholic beverages on the breath, 
the aroma of breath “purifiers” or “covers,” the 
avoidance of supervisors or associates, and strik- 
ing mood changes during the day. The most 
common observable physical or behavioral signs 
were red or bleary eyes, flushed face, hand 
tremors, increased nervousness, greater  ir- 
ritability, more spasmodic work pace, procras- 
tination, and neglecting details formerly attended 
to. To this could be added noticeable deteriora- 
tion in work performance. 

It is concluded that these findings may be 
utilized in the early identification of problem- 
drinking employees. Although absence or most 
of the physical or personality signs can occur 
for reasons other than problem drinking, when 
either substantial absenteeism or physical or 
personality signs are accompanied by repeated 
evidence of hangover or drinking before or dur- 
ing the work day, there is reason to suspect a 
drinking problem. In the present study group, 
72 per cent could have been detected on this basis 
alone. Milton A. Maxwell, Ph.D. Early Iden- 
tification of Problem Drinkers in Industry. 
Quart. J. Stud. Alcohol. Dec. 1960. 


If we want to utilize in the proper way and to 
the fullest extent the products of man’s intellect, 
we must develop that part of man’s being that is 
his heart and spirit. — Ferdinand Pecora 


Our life is what our thoughts make it. A man 
will find that as he alters his thoughts toward 
things and other people, things and other people 
will alter towards him. — James Allen 
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